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HEINEMANN MEDICAL BOOKS 





Forthcoming Publications 


TEXTBOOK OF BRITISH SURGERY 
Volume I: The Abdomen 


Edited by SIR HENRY SOUTTAR, D.M., F.R.C.S., and 
PROFESSOR J. C. GOLIGHER, M.D., F.R.C.S. 


THE TEXTBOOK. OF BRITISH SURGERY will be issued in three volumes, each 
complete in itself. The Editors have brought together a team of forty contributors, 
each a specialist in the subject of his contribution. The work is intended for general 
surgeons, senior registrars and postgraduates reading for the Fellowship of the Royal 
College of Surgeons. The first volume covers surgery of The Abdomen. 


Volume I: 500 pages 237 illustrations 105s net 
MODERN GYNACOLOGY WITH OBSTETRICS 
FOR NURSES 


By W. E. HECTOR, Principal Tutor, St. Bartholomew's Hospital, London, and 
JOHN HOWKINS, M.D., F.R.C.S., Assistant Gynacologist and Obstetric Surgeon, 
St. Bartholomew's Hospital 
This book deals with the knewledge required in nursing obstetric and gynecological 
cases in contradistinction to that required in general nursing, where the approach is 
tinged with an emotional tone absent in general wards. This aspect is not covered 
in ordinary textbooks for nurses, and it is felt that there is a definite need for a work 


of this nature. 
224 pages 100 illustrations 17s 6d net 


CORTISONE THERAPY 
By J. H. H. GLYN, M.D., M.R.C.P. 


In this book (the result of several years of intensive study in this country and the 
United States) the author discusses from practical experience the relative values of 
Cortisone, Corticotrophin, Hydrocortisone, Prednisone and Prednisolone. The 
advantages and disadvantages (particularly in the treatment of Rheumatoid Arthritis) 


are fully dealt with. 
17s 6d net 


New Editions 


POSITIONING IN RADIOGRAPHY 
By K. C. CLARK, F.S.R. 


The long awaited Seventh Edition of POSITIONING IN RADIOGRAPHY will 
shortly be released. Every section has been thoroughly revised and the book now 
contains 630 pages with over 2,000 illustrations. 

105s net 


THE DENTAL ASSISTANT’S HANDBOOK 
By G. |. WEST 
For the Second Edition, this popular handbook has been completely revised and 
brought up to date and now contains 70 new illustrations. To trainees it gives an 
invaluable introduction to their work, and employers will find that it contains every- 
thing their assistants need to know. 


136 pages Illustrated 10s 6d net 
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H. K. LEWIS’S PUBLICATIONS 





Second Edition in Four Volumes. 94 in. x 64 in. 


A TEXTBOOK OF X-RAY DIAGNOSIS 
By British Authors 


Edited by S. COCHRANE SHANKS, M.D., F.R.C.P., F.F.R., Director, X-ray Diagnostic Department, 
University College Hospital, and PETER KERLEY, C.V.O., M.D., F.R.C.P., F.F.R., D.M.R.E., Director, 
X-ray Department, Westminster Hospital, etc. 


Vol. I. THE HEAD AND NECK. 448 pp. With 439 Illustrations. £2 5s. 0d. net. 
Vol. If. THE CHEST. 716 pp. With 605 Illustrations. £3 5s. Od. net. 
Vol. III. THE ABDOMEN. 846 pp. With 694 Illustrations. £3 10s. Od. net. 


Vol. IV. BONES AND JOINTS AND SOFT TISSUES. 608 pp. With 553 Illustrations. £3 Os. Od. net. 


THE CLINICAL EXAMINATION OF THE NERVOUS —s HEALTH AND HUMAN RELATIONS IN 


SYSTEM INDUSTRY 
By G. H. MONRAD-KROHN, M.D. (Oslo), F.R.C.P.(Lond.), | Edited by T. M, LING, M.D., M.R.C.P., Medical Director, Rofiey 


MR.CS.(Eng.). Tenth Edition. With 165 Illustrations. 8} in. x 5}in. Park Institute of Occupational Health and Social Medicine. Wit 
2 the assistance of 8 Contributors and with a Foreword by LORD 


1 16s. Od. net ; postage Is. 6d. 
HORDER, G.C.V.0O., M.D., F.R.C.P. 8} in. x 5} in. 21 1s, Od, net ; 
an postage Is. 6d. 
MMON SKIN D 
co SKIN DISEASES BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND 


By A. C. ROXBURGH, M.D., F.R.C.P., late Consulting Physician TREATMENT 

for Diseases of the Skin, St. Bartholomew's Hospital, London. 

Tenth Edition. With 8 Coloured Plates and 215 [Illustrations in By J. D. N. NABARRO, M.D., M.R.C.P. 
the Text. 8} in. x 5gin. £110s. 0d. net ; postage Is. 6d. 8} in. x 5} in. 21 58. Od. net ; postage 10d. 


With Illustrations. 


Nearly Ready. With 85 Illustrations. 9f in. x 6h in. £2 7s. 6d. net ; postage Is. 6d. 


THE CONTROL OF DISEASE IN THE TROPICS 


- DAVEY, O.B.E., M.D., D.T.M., Professor of Tropical Hygiene, University of Liverpool, and 


By T. H 

W. P. H. LIGHTBODY, C.B.E., L.RC.P., L.R.C.S(Ed.), L.&.F.P.S.(Glas.), D.T.M. &H.(Camb.), 
D.P.H. (Glas.), Senior Lecturer of Tropical Hygiene, University of Liverpool. 

Third Edition. With over 400 new Illustrations. 10 in. x 6fin. £8 10s. Od. net. 


“ _ ABDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.C.S.(Eng.), Surgeon to the Royal Free Hospital, London, and the Southend 
General Hospital. With contributions by 24 British and American Authorities. 


With 532 Illustrations in 328 Figures. 9 in. x 6} in. £6 Os. Od. net. 


THE MANAGEMENT OF ABDOMINAL OPERATIONS 
Edited by RODNEY MAINGOT, F.R.C.S., with the assistance of thirty-two Contributors. 


. 


A TEXTBOOK ON THE NURSING AND DISEASES OF ESSENTIALS IN NEUROSURGERY 


SICK CHILDREN. For Nurses By L. C. OLIVER, F.R.C.S. With 50 Illustrations. 8} in. x 5} in. 
By various authors. Edited by ALAN A. MONCRIEFF, M.D., ©! 5- Od. net; postage 8d 
BS., F.R.C.P. Fifth Edition. With 161 Illustrations. 8} in. x 5} in. By the same author 
oe ee), Se PARKINSON’S DISEASE AND ITS SURGICAL 
a TREATMENT 





843 in. X 5}in. 12s. 6d. net; postage 6d. 





THE SULPHONAMIDES AND ANTIBIOTICS IN MAN 


AND ANIMALS 
By J. STEWART LAWRENCE, M.D. (Edin.), M.R.C.P.,andJoHN 'NTRODUCTION TO GENERAL PRACTICE 
FRAN By D. CRADDOCK, M.B., Ch.B., D.Obst. R.C.0.G. With a Fore- 


CIS, B.Sc., M.R.C.V.S., with as assistance of A. SORSBY, 
M.D., F.R.CS., and PHILIP SCOTT, F.R.C.S. Second Edition. | wad by Sir W. HENEAGE OGILVIE, K.B.E., F.R.C.S. 84 in x 54 in. 
With 39 Illustrations. 8} in x Spin. 222s. Od. net ; postage Is. 6d. 22 2s. Od. net ; postage Is. 6d. 


London: H. K. LEWIS & Co. Ltd., 136 Gower Street, W.C.1 


Telegrams : “ Publicavit, Westcent, London ” Telephone : EUSton 4282 (7 lines) 
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PITMAN MEDICAL 





Recent 


A PSYCHOSOMATIC APPROACH 
TO MEDICINE 
Desmond O’Neill, M.D., M.R.C.P., D.P.M. 
“...an extremely practical book....’’ 
—Postgraduate Medical Journal. 25s. net 


SEXUAL HYGIENE & PATHOLOGY 
John Oliven, M.D. 


*. .. common-sense attitude . . . marks the book out 
from the welter of books on sex... .”’ 
—The Practitioner. 80s. net 


FLUID & ELECTROLYTES IN PRACTICE 
Harry Statland, M.D. 
+ + « meets the widespread demand for a concise 
pase of the physiology and pathology of the body 
ae 
—Postgraduate Medical Journal. 35s. net 


LIVING BONE: In Health & Disease 
Irvin Stein, M.D., F.A.C.S., F.1.C.S. 





Forthcoming 


ARTIFICIAL LIMBS 
Leon Gillis, M.B.E., M.Ch., F.R.C.S. 


CARE OF THE EXPECTANT MOTHER 
Josephine Barnes, D.M., M.R.C.P.(Lond.), F.R.C.S., 
F.R.C.0.G. 


DISEASES OF THE LIVER 
Edited by Leon Schiff, M.D., with 26 Contributors 


PROBLEMS OF ADOLESCENTS 
H. Edelsten, M.B., D.P.M. 


BREADS: White & Brown 
Professor R. A. McCance, M.D., F.R.C.P., F.R.S., and 
Dr. E. M. Widdowson 


Recently published £5.10.0 net 





PITMAN MEDICAL PUBLISHING COMPANY LTD. 


45 NEW OXFORD STREET LONDON wW.¢c.4 











Ready This Month—The Second Series 





Modern Trends in 
ORTHOPAEDICS 


Edited by SiR HARRY PLATT, LL.D., M.D., M.S., F.R.C.S., F.A.C.S. 
President, Royal College of Surgeons of England, 
Emeritus Professor of Orthopaedic Surgery, University of Manchester. 


This Series reviews a number of new topics in the light of recent advances, for example, the role 
of antibiotics in the treatment of tuberculous diseases of bones and joint, and muscle and tendon 
transplantation in poliomyelitis. Certain subjects, such as the reconstructive surgery of the hip 
joint, or internal derangements of the knee joint discussed in the First Series have been re-assessed 
in greater detail, in the context of changing techniques. The book is the work of some of the 
most outstanding specialists in orthopaedics today and reflects much progress in this field since 
the successful First Series. 
Pp. x + 320 + Index. 226 illustrations. 
Price 65s. net ; 


BUTTERWORTHS - 88 KINGSWAY - LONDON -: W.C.2 


Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2. 
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The most important textbook of medicine in the English language—in a NEW 9th Edition . . . 


Cecil & Loeb’s i4EDICINE 


By 172 American Authorities. 


ROBERT F. LOEB, Professor of Medicine at Columbia. 


““. . . remains one of the best textbooks of medicine in the English language . . . 
clinical medicine as it is possible to have between the covers of one book . 


discriminating practitioner.”—-THE PRACTITIONER. 


Edited by RUSSELL L. CECIL, Professor of Medicine at Cornell ; 


and 
£5 5s. 


as comprehensive a picture of 
. will continue to be referred to by the 


1,780 pages, 201 illustrations. 





DIFFERENTIAL DIAGNOSIS 


By A. McG. HARVEY, Professor of Medicine, Johns 
Hopkins; and JAMES BORDLEY, Professor of Medi- 
cine, Columbia. 665 pages. 77s. 
** ... warmly commended to serious students of medicine 
of all ages.’’—BrITISH MEDICAL JOURNAL. 


CARDIOVASCULAR SURGERY 


An International Symposium 


The Proceedings of the International Meeting on Cardio- 
vascular Surgery held at the Henry Ford Hospital in 
Detroit, March 1955. 543 pages, illustrated. 89s. 


RELIEF OF SYMPTOMS 

How to make the patient feel better, while 

the underlying cause of the disorder is treated 
By WALTER MODELL, Professor of Clinical Pharma- 
cology, Cornell. 450 pages. 56s. 


Williams’ ENDOCRINOLOGY 
New (2nd) Edition. By ROBERT H. WILLIAMS, 
Professor of Medicine, Washington. 776 pages, 304 
illustrations. 91s. 
A modern clinical guide to correction of glandular 
disorder. Very authoritative—very practical—very 
instructive. 


CARDIAC DIAGNOSIS 


By ROBERT F. RUSHMER (Washington). 447 pages, 
236 illustrations. 80s. 6d. 
Emphasis on the physiological approach. Leads to 


earlier and more accurate diagnosis of heart conditions. 
BASIC SURGICAL SKILLS 


By ROBERT TAUBER, M.D. 175 pages, 55 figures. 26s. 


Simplified Knot and Suture Technique made clear and 
easy. 





W. B. SAUNDERS COMPANY LTD. 


7, Grape Street, LONDON, W.C.2 








HENRY KIMPTON’S PUBLICATIONS 








New (4th) Edition 


DISEASES AFFECTING THE VULVA 
By ELIZABETH HUNT, B.A., M.D., Ch.B. (Liverpool) 
FOURTH EDITION, REVISED AND ENLARGED 


Now Ready 


Cloth Price 31s. 6d. net (Postage | 9d. 9d.) 














New (Sth) Edi ition 


64” x 93° 737 Pages 


6” x 10° 236 Pages 47 Illustrations and 17 Coloured Plates 
rae nS clio aaeea 
New Book Now Ready 
PATHOLOGY 
By PETER A. HERBUT, M.D. 
Soe I onal Pages ia 378 lilustrations on 6 Figures and 6 Coloured Plates Cloth Price £6 net 
Now Ready 


MANAGEMENT OF OBSTETRIC DIFFICULTIES 
By PAUL TITUS, M.D. 

FIFTH EDITION, REVISED by J. ROBERT WILLSON, M.D., M.S. 

348 Illustrations and | Coloured Plate 


Cloth Price 92s. 6d. net 





xvi + 304 Pages 


New ‘(Qnd) Edition 


6” x 94" 781 Pages 





25 Bloomsbury Way 





DISEASES OF CHILDREN’S EYES 

By JAMES HAMILTON DOGGART, M.A., M.D., F.R.C.S. Eng. 
SECOND EDITION, REVISED 

atl Ulustrations, including 33 Coloured Plates 


HEART DISEASE 
ITS DIAGNOSIS AND TREATMENT 
By EMANUEL GOLDBERGER, B.S., M.D. 
SECOND EDITION, REVISED AND ENLARGED 
298 Illustrations on 107 Figures 


HENRY KIMPTON 


Medical Book Department of Hirschfeld Brothers Ltd. 


Cloth Price 42s. net 





Now Ready 


Price 92s. 6d. net 


London, W.C.1 


Cloth 
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Diet 
Old Age 


Frank vitamin deficiencies due to 
inadequate dietary intake are fortunately 
rare in this country. Mild deficiencies do 
occur, however, especially among old 
people who, for health or economic 
reasons, find difficulty in catering for them 
selves and in preparing balanced meals. 
Their diet may be lacking in some of the 
essential nutrients. 































Marmite is a particularly useful source of 
the vitamin B, complex and can be incor- 
porated in the diet in many simple and 
appetising ways. 


MARMITE 


yeast extract 
Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


MARMITE LIMITED, 
35 SEETHING LANE, LONDON, E.C.3. 


3505 











For 40 years 


“EUPINAL”’ 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 


‘*EUPINAL ”’ contains lodine and Caffeine combined in a 
most elegant and effective form. 

In chronic Bronchitis “‘ EUPINAL ”’ softens the tough accumu- 
lated mucus in the bronchial tubes and allows it to be more 
readily expectorated. In Asthma it possesses a more 
markedly soothing effect, lessening the frequency of attacks 
and reducing their severity and duration, and relieving 


breathlessness. ‘‘ EUPINAL”’ contains no poison and is 


safe in use. 
A PRODUCT OF 
CuxSon GEM) 
OLDBURY BIRMINGHAM 


Phone : BROadwell 1355 








OBTAINABLE AGAIN IN GREAT BRITAIN 





UTALGAN 


SERUMWERK BASLE 


SOLE DISTRIBUTORS FOR GREAT 


indicated for 
painful affections of 
the middle ear 


FORMULA: Procaine 1 gm. Phenazone 5 gm. 
Anhydrous Glycerin ad 100 gm. 


Professional sample on request 


BRITAIN AND NORTHERN IRELAND 


UNICHEM LTD., BROADWATER RD., LONDON S.W.17 
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For patients who are anxious, tense, restless . . . yet 
have to cope with the weightier problems of the 
day... Seconesin provides a safe relaxant-sedative. 
Non-narcotic and with a minimum of secobarbital, 
7% : there is no danger of cumulation or “hangover” 
° A Nei because both components are rapidly eliminated. 
~eGe Seconesin acts promptly and its effect lasts only a 
few hours. Day-time relaxation with Seconesin is 
so calming that most patients sleep well at night 

without further hypnotics, or sedatives. 


A man with a lot ON = Each tablet contains: —_ — Mephenesin 400 mg. 
i Secobarbital 30 mg. 
his mind must be calm yet alert 


SECONESIN 


Packings of 25,100 and soo tablets Full literature on request 
Basic NV.H.S. cost - 2/104. per bottle of 25 tablets 





THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON N.W.10 








pavacol 








TRADE MARK 


PAPAVERINE—CODEINE COUGH SYRUP 





Pavacol combines the antispasmodic Adaprin tablets, containing acetomenaph- 
papaverine and the sedative codeine with thone and nicotinamide, relieve chilblains 
mild expectorants and demulcents. Well without the unpleasant side-effects asso- 
tolerated by children and adults for all ciated with the rapid vaso-dilatation of 


types of coughs, particularly when asso- nicotinic acid. 
ciated with bronchitis, influenza and Treatment—2 tablets 3 times daily. 
whooping cough. Prevention—2-3 tablets daily. 


Literature and professional samples available on request. 


adaprin 











TRADE MARK 





TABLETS FOR CHILBLAINS 


a WARD, BLENKINSOP & COMPANY, LIMITED 


¥ 
* 





> 
45n0o” 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 
Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London. 
9 
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Resentment and Hostility 


The importance of the emotional background in the 
aetiology of peptic ulcer is widely recognised. Further 
confirmation is provided by the increase of gastric acidity 
shown to follow certain emotional disturbances such 

as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric 
juice is an essential condition of successful healing entirely 
fulfilled by *Aludrox’ Amphoteric Gel. 


*Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, 
at which level healing may proceed and the risk of alkalosis 





* A L U D R O XxX > is avoided. Normal digestion is unimpaired and, in 
Trade Mark addition, ‘ Aludrox’ provides the physical protection of a 
gel barrier over the surface of the ulcer, thus ensuring 
(Wyeth) a safer environment for the reparative processes. 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.! 









Amisyn 


| Tablets 


he 





Acetomenaphthone B.P. 10 mg. 


Nicotinamide B.P. 50 mg. 


for CHILBLAINS 


@ Write for literature and samples to: 
THE ARMOUR LABORATORIES, HAMPDEN PARK, EASTBOURNE, SUSSEX 


(ARMOUR & COMPANY LTD.) 


COMBINING | 




















Telephone: HAMPDEN PARK 740 Telegrams: ‘ARMOLAB’ EASTBOURNE 
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AGAINST 
MALNUTRITION 





been developed in the light of recent findings of G 4% 
pe g g “lik A rb eee 








dietetic science. ‘Vimaltol’ actively assists in (1; ) SSR 
growth and development and helps to raise HH i") =~ 
resistance against the onset of infection. WA My) 

For these reasons, it is widely prescribed for the ‘ Sy Py, / 

young because of their higher metabolic requires SSS 3342374” 

ments. It is highly palatable, readily assimilable BR SS a 


and quickly available. 


VIMALTOL — 


For Infants, Children and Adults 


1420 i.u. of Vitamin A 710 iu. of Vitamin D 


A. WANDER LIMITED, 


hin \\* 
Te Oa: y\"" D wD 
‘VIMALTOL’, a delicious, nourishing vitamin ‘SSS. —24\\\ py)! 
preparation, has achieved wide popularity as seen ‘ we bi! 
a supplementary food item against malnutrition WS 277-7 
in infants, children and adults. It can be used (ig Gres ‘ 
with advantage whenever nutritional levels are OAS Sh 
unsatisfactory. It can also be usefully employed wn “ \ 
when vitamin intake is insufficient, for example, { lu B yn)! 
due to distaste for natural vitamin-bearing fruits Nh 2 Be 
and other foods. ‘Ss. aeG gen RDS 
*Vimaltol’ is a quality product from the ‘Ovaltine’ Us. ae i 
Reseatch Laboratories. Its balanced formula, ieee ~ ? Hi my 
which includes special malt extract, high vitamin , Ti maa 4,1! 
potency yeast, halibut liver oil and iron, has yak” ENN 1 i) 
\*S / 


a 
.o son 
ma Pe Ae 
Each ounce contains: he ¥ Clinical samples on physicians’ request to The Medical Dept., 





0.35 mg. of Vitamin B; 2.8 mg. of Niacin — a 
0.2 me. of Vitonnin Ba - (P = - Vitamin) \\ A / 42 Upper Grosvenor Street, 
(Ri avin -3 mg. of Iron ; d 
Oy) Grosvenor Square, London W.1. 


in a readily assimilable form. 


A Product of the ‘ Ovaltine’ Research Laboratories. M.377 
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“Versatile stuff, aspirin— 
| see the rheumatism boys 


now say it’s as good as cortisone.” 


“Yes, but nobody yet seems 
to know how it works 
or even its site of action.” 


“Some professor suggested 
the analgesic effect of salicylates 
might be peripheral,” at tissue level, 


not central as we were taught.” 
“Could be. That reminds me—some firm has put up a new 
skin-penetrating salicylate in a vanishing crear 
for local tissue pain by inunction.”” 
“Does it work ? And isn’t it irritating ?” 
“Yes and no. I’ve used it and it works well, 
even in osteoarthritis. It’s not irritating at all, 


just a means of using salicylate locally.” 


“Sounds promising. I'd like to try it. What is it called?” * Proctitiener. 170, 515 (1953) 


mT XY: 








10°, diethylamine salicylate in a soothing vanishing cream 


non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers: 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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“A cure in the true 
sense of the word’”’ 






Extract from THE BRITISH ENCYCLOPAEDIA OF MEDICAL PRACTICE, 


Cumulative Supplement 1955, p. 79. 


“The substances which stimulate peristalsis are produced 
in the colon itself by the action of B. coli enzymes on the 
senna glycosides, and the stimulating action is a neuro- 
muscular one....This reproduction of the physiological 
process of normal defaecation is of considerable clinical 
importance in giving to senna a re-educative action in 
cases of chronic constipation, so constituting a cure in the true sense of the word. 


Senokot . . . is the pleasantest and most reliable form of senna.” 


®iIn Constipation “This new preparation can play a valuable part in the treatment of 


of Children chronic forms of constipation in children as well as in simple cases.” 
; The Medical Press, June 9, 1954, 521. 


®In Constipation “. .. the results have been most satisfactory and the laxative has 


of the Ag ed been well tolerated and well liked by these elderly patients. 
Report from the Sherwood Hospital, Nottingham, 1954. 


“Senokot has been used as a routine in my unit and has proved 


oe e s 
In Constipation 
suitable during pregnancy as well as in the puerperium.” 
of Pregnancy The Lancet, March 21, 1953, 602. 


“...are-educative value in the treatment of chronic constipation 


* In Chronic 
has been demonstrated for the new preparation by a number of 


Constipation 


workers.” 
The Medical Press, August 11, 1954, 127. 


Prescribed under the N.H.S.: 


no B.P. equivalent; inexpensive; 
not advertised to the public. ) 


Senokot is sold in Gt. Britain, 
U.S.A., Canada and in 
many other countries. 


Granules: 1-2 teaspoonfuls. Tablets: 2-4 
GRANULES: 2 02z., 6 oz. and 2 Ib. TABLETS: 50, 200 and 1,000. 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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ALUPHOs Siem inam 


Sigs a 


New Aluphos tablets offer all the advan- 
tages of Aluphos gel—in convenient 
portable form. Aluphos tablets are non- 
constipating. They do not interfere 
with the absorption of phosphate or 
vitamins from the gut. Aluphos tablets 


<=» Aluphos 


BENGER LABORATORIES LIMITED 


14 











are free from grittiness and pleasantly 
flavoured. Each Aluphos tablet is 
therapeutically equivalent to one 
teaspoonful of Aluphos gel. 


Presentation: packed in boxes con- 
taining 5 rolls of 10 tablets each 


(TRADE MARK) 
er/t 


HOLMES CHAPEL * CHESHIRE 
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“It is well to moor your 


bark with two anchors ”’ 
Publilius Syrus 


Clinical experience has proved the value of combining penicillin and 
‘Sulphamezathine’ in the treatment of many bacterial infections. Extra 
protection against a wide range of organisms and an enhanced anti- 
bacterial effect are obtained. 

The advantages of combined ‘Sulphamezathine’ and penicillin 
therapy are available in a single, convenient formulation—‘ SULMEZIL’. 

© Sulmezil’ Tablets each contain 0.§ gramme ‘Sulphamezathine’ 
Sulphadimidine B.P. and 150,000 units of ‘Dibencil’ benzathine penicillin. 

© Sulmezil’ Oral Suspension contains the same dosage of both drugs 
in each fluid drachm (3.§ c.c.). 








SS 


ATT TY ~~ 











COMBINED ‘ SULPHAMEZATHINE’ 
AND PENICILLIN THERAPY. 





‘SULMEZIL’ 


ORAL SUSPENSION AND TABLETS 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, WILMSLOW, CHESHIRE 
Ph. 611 A subsidiary company of Imperial Chemical Industries Limited 
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Through the proper channels 


With the appropriate measures, the course of a flow can be guided 
through the proper channels. In oedematous conditions and 
sodium-retention states, Diamox Acetazolamide—a powerful 
oral diuretic and acid-base regulator—is capable of controlling 
body fluids and relieving waterlogged tissues. A single oral dose of 
DiaMox produces a copious diuresis lasting 6 to 12 hours by 
inhibiting the enzyme carbonic anhydrase. Neither a mercurial nor 
xanthine derivative, DiaMox can be used indefinitely without 
cumulative toxic effect. It is used widely for cardiac oedema 
and glaucoma, and has given promising results 


in epilepsy, emphysema, renal oedema and oedema of pregnancy. 


HP FZ MS CP xX 


ACETAZOLAMIDE 


Oral Tablets of 250 mg. Bottles of 25, 100 & 1000. , 
Where oral therapy is impracticable—DIAMOX Acetazolamide Sodium Parenteral 


Vials of 500 meg. 
*Regd. Trace Mark 


C Loderie } LEDERLE LABORATORIES DIVISION 
Granamid Products Zid. svusu novse - ALDWYCH - LONDON - W.C.2 - TEMPLE BAR 5411 
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strep 
ait miy 1 


and Procidets 


New research on Procidets 
proves their amazing 
effectiveness in the treatment 
of streptococcal 


and other throat infections 


Newly evolved techniques have convincingly 
established the value of PROCIDETS in practice. 

It has been demonstrated that four Procidets 
sucked in succession destroy most of the bacteria 
and fungi in the mouth. 

Procidets are fully effective against bacterial 
and fungal infections of the throat and mouth 
and clinical trials on hundreds of cases of severe 
tonsillitis, pharyngitis and stomatitis resulted in 
95% cures in 48 hours. 

Procidets contain no antibiotic. They are 


non-toxic and cannot build up resistant strains. 


Each 1 gramme lozenge contains : 


Cetyl Pyridinium Chloride 4 mg. 
Sodium Propionate B.P.C. 100 mg. 
Benzocaine B.P. 5 mg. 


Cartons, 18 lozenges, metal foil sealed pack. 

Retail price 2/4 (incl. P./tax). 

Basic N.H.S. cost 1/4 per carton. 

Also available dispensing pack 498 lozenges for N.H.S. 
patients PROCIDETS prescribable on Form EC1o. 
Clessification category 3/4. 















Procidets v Penicillin 
Comparative effect on ORAL BACTERIA 


ao 


s 










Before Afier 1 Procidets After 4 Procidets 


These photographs are of 
representative plates showing 
the dramatic action of Procidets 
in comparison with Penicillin 
Lozenge B.P. 





Before After 4 Penicillin 


After 1 Penicillin 
Lozenges B.P. 


Lozenge B.P. 


OF eB B57 a 
( Procidets ) 


Literature 
and samples 
on request 


y 





HARKER STAGG LTD: LONDON E,1 


Stepney Green 2022 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the antispasmodic, 
sedative and amylolytic properties of 
belladonna alkaloids, phenobarbitone and 
Taka-Diastase, presents a comprehensive therapeutic approach to the problem 
of visceral spasm. It has proved of great value in the relief and management 
of gastro-intestinal disturbances, particularly peptic ulcer and the 
irritable colon syndrome. BARDASE may also be prescribed as a useful adjunct 


to uther treatment in cases of ulcerative colitis. 
* Trade Mark 


Bardase 


SPASMOLYTIG SEDATIVE DIGESTIVE AID 


Yellow sugar-coated tablets supplied in bottles of 50 and 500 


BARDASE LIQUID IS AVAILABLE IN BOTTLES CONTAINING 4 AND I6 FLUID OUNCES 


Ne A 

° 
«iP > PARKE, DAVIS & COMPANY LIMITED (inc. U.S.A.) HOUNSLOW, MIDDLESEX Te: HOUNSLOW 2361 
s Lfe 


ven? 670 
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During the past twenty-five years Di-sipidin has 
become widely recognised in the treatment of diabetes insipidus 
and now, recently published clinical trials * 

have pointed to its value in the control of adolescent and adult 


cases of nocturnal enuresis. Di-sipidin is a standardised preparation of 





the posterior lobe of the pituitary gland, specially 
made for use by nasal insufflation. 


* References; 1 B.M.J. (1954) 11, 1433.2 (1954) BMJ. 1, 1038. 
3 (1955) B.M.J. 1, 1194. 


PAINES & BYRNE LTD., 
PABYRN LABORATORIES, 
GREENFORD, MIDDX. 








Tue Lancet] 


THE LANCET GENERAL ADVERTISER [Jan. 7, 1966 














Drip therapy 
without 


a tube 


In the past, the successful treatment of many cases of peptic ulceration demanded hospital 
conditions. Now, by means of Nulacin Tablets, it is possible to control gastric hyperacidity 
without any inconvenience to the patient. By using Nulacin Tablets as directed, an ambulant 
patient can obtain all the advantages of intragastric milk-alkali drip therapy. 





INDICATIONS 


NULACIN tablets are indicated whenever neutralization of 
the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet 
should be placed in the meuth and allowed to dissolve 
slowly. During the stage of uicer activity, up to three tablets 
an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals. 


14 12 2w 24 25 23 Ste 35 








oe : ‘ ; freeHOL 
GASTRIC ANALYSIS Superimposed gruel fractional 
test-meal curves of five cases of duodenal ulcer 





BIBLIOGRAPHY 
The Control of Gastric Acidity, Brit. Med. J., 26th July, 1952, 


2: 180-182 
Medical Treatment of Peptic Ulcer, Med. Press, 27th February, 
1 227: 195-199 


wea. Remedial Agents, Med. Rev., September, 1952, 46: 162 


Discussion on Peptic Ulceration, Proc. Roy. Soc. Med., 
May, 1953, 46: 354 
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NULACIN tablets are not advertised to the public, have 
no B.P. equivalent, and may be prescribed on E.C.10. The 
dispensing pack of 25 tablets is free of Purchase Tax. (Price 
to pharmacists is 2/-.) Also available in tubes of 12. 

NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate Magnesium 
Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs.; Calcium 
Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Oi 
Menth. Pip q. s. 


3 2w 24 25 23 


3 34 








free HCL 
GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the return 
of acidity when Nulacin is discontinued 


NULACIN is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is 
known as NULACTIN in Canada and Sweden, 


HORLICKS LIMITED 
Pharmaceutical Division 
Slough, Bucks. 
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4-POINT COVERAGE IN 


? i 
CONGESTIVE HEART FAILURE 





Cheyne-Stokes 
Respiration 


Gardiac failure 


Bronchospasm 

Oedema 
A CLEAR CASE FOR CARDOPEHYLIN. Best known IT IS PRESENTED in tablets, suppositories, 
and most widely used of the purine deri- and ampoules for intravenous and intra- 


vatives, Cardophylin is the one dyug which muscular administration P 


combines four methods of treating heart 


failure. It is a respiratory stimulant; FULLY-DESCRIPTIVE literature is available 


coronary flow; and it is a diuretic. always at your disposal. 


A clear case for 








Manufactured by WHIFFEN & SONS LTD. and distributed by BENGER } 








BENGER LABORATORIES LTD - HOLMES CHAPEL - CHESHIRE 
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The safe 


anticholinergic agent 


for 


Peptic Ulceration 






















A large number of cases of peptic ulceration 
have been successfully treated with 
**Pro-Banthine ’’. By its anticholinergic action 
inhibiting transmission of neural stimuli at 
both sympathetic and parasympathetic ganglia 
and at parasympathetic myoneural junctions, 
hypermotility of the stomach and duodenum 

is reduced. This results in rapid relief of 
pain. ‘“‘ Pro-Banthine ”’ is easily administered, 
orally. It has few side-effects, which 

are all readily eliminated by adjustment 


of dosage. 


‘* Pro-Banthine ’’ is safe, easily administered, 







- and devoid of unpleasant taste. In most 
5 E A y L E cases, oral treatment with ‘‘ Pro-Banthine ”’ 

gives considerable relief of ulcer pain, and 
there is marked improvement in the 


Note New Address: ~~ patient’s condition 48 to 72 hours after 
commencing treatment. Dosage is usually 

6.5. SEARLE &Co. Crp. 15 or 30 mg. (1 or 2 tablets) four times 
83, Crawford Street daily. ‘‘ Pro-Banthine ’’ is available in bottles 7 
f 40, EF tablets, each tablet 
London, W. I of 40, 100 and 1,000 tablets, each table 


containing 15 mg. of Propantheline Bromide. 





Telephone : Paddington 4034 


Literature on request 





* REGISTERED TRADE MARK 
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AN EFFECTIVE 


Effective diuretic therapy by oral administration is now made possible by MERCLORAN. One emplet three 
times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac patients free from oedema. Where 
more intensive treatment is needed MERCLORAN, being well tolerated by the majority of patients, can be 
taken more often and in increased doses. The need for injection is thus frequently elimiriated. 


In severe cases, it is often desirable to: initiate treatment parenterally, in which case 
the chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available, 


IN BOTTLES OF 25 AND 250 EMPLETS 
(Enteric coated tablets) 
ann MERCARDAN FOR PARENTERAL USE 
(CHLORMERODRIN N.N.R.) 


+I y PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow tote 
oo : 
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A new 


cough specific 


(Sodium 2:6 ditertiarybutylInaphthalene monosulphonate) 


Suppresses cough with 
no undesirable side effects 


Sodium 2:6 ditertiarybutylnaphthalene monosulphonate (Becantyl), a product of 
original research, is a new agent that is specific in suppressing cough. It is unrelated 
to morphine and guaiacol. 

BECANTYL does not cause constipation, anorexia, drowsiness or any other un- 
desirable side-effects; being devoid of side-effects, BECANTYL may be prescribed for 
children and the aged. 

Clinical experience supports the value of BECANTYL in suppressing all types of cough, 
BECANTYL may be prescribed whenever the treatment of cough is indicated. 
BECANTYL is presented in 4 fluid ounce, 40 fluid ounce, and 80 fluid ounce bottles. 
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Contribution a l'étude pharmacologique et toxi- 
cologique du butylnaphtaléne sulfonate sodique 
ou L 1633. 

Arch. int. Pharmacodyn 1954, 97, 34 

D’un nouveau sédatif de la toux. 

Thése de doctorat, Paris, June 1952 

Becantex in der Behandlung des Hustens bei Tbc- 
Patienten. 

Praxis 1953, 42, 974 

La toux et son traitement symptomatique. 

Sem. Hdp. 1953, No. 60, 2999 


Arch. f. exp. Pathol. u. Pharmakol 1940, 
194, 621 
Proc. Soc. exp. Biol. Med. 1952, 81, 463 


A propos des sédatifs de la toux. 
Revue du Practicien 1954, No. 7 


Etude comparative de l’action antitussigéne des 
differénts dérivés opiacés et synthétiques par rap- 
port a celle du phosphate de codéine. 

Thérapie, 1954, 9, No. 6, p. 737 





HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 
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At 15 lbs. or thereabouts, when the infant’s menu first includes ‘solids’, 
Farex provides the sound and gentle transition. The basic ingredients, wheat, 
oat and maize flours are fortified with iron, phosphorus, calcium and vitamins B, 
B, and D. In manufacture the starch particles are broken down into a soft 
light texture assimilable by the most delicate digestion. 


FAREX later on. The sound start provided by Farex is well consolidated by 
including it in the diet throughout the formative years. The needs of the invalid, the 
dyspeptic and the aged are also well served by Farex—supplying protein and carbohydrates 
in an easily digestible form. And having no marked flavour, Farex blends appetisingly 


with most sweets or savouries. 


TRADE MARK 


) FAREX 3-CEREAL FOOD in 10 oz. cartons 


GLAXO LABORATORIES LTD, GREENFORD, MIDDLESEX. BYRon 3434 
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for the rapid relief of pain 


effects of prolonged medication with codeine and 
\\ salicylic therapy are eliminated by the inclusion in the 
formula of caffeine and phenolphthalein. HYPON 
TABLETS are already widely prescribed by 
members of the profession for their speedy and 
safe action with the almost complete 
elimination of gastric upset. Parallel with the 
relief from pain, febrile states are 
effectively reduced in conditions such as 
influenza, coryza and tonsillitis. 


The distress caused by the piercing, 
stabbing pains of neuralgia is quickly 
relieved by the rapid, smooth, 
analgesic action of HYPON 
TABLETS, enabling the practitioner to 
prescribe a safe means of meeting the 
patient’s need. Menstrual pain is also 
effectively alleviated. Where the cause of 
distress is of a more chronic nature, as in 
rheumatism and sciatica, the adverse 


FORMULA : Acid Acetylsalicyl 
Phenacet. B.P. 48.00% 
Caffein. B.P. 2.00%, 
Phenolphthal. B.P. 1.04% 

(each tablet 8 grains) 


HYPON 


TABLETS 


PRESCRIBE HYPON TABLETS BY NAME 





2 Mansfield Street, W.1 
Telephone LANgham-. 8038- 


CALMIC LIMITED 
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This quaint old 17th century French engraving shows us the main participants in an “enfantement 


Lrgo-Rondase 


(ERGOMETRINE WITH RONDASE) 


FOR INTRAMUSCULAR INJECTION BY MIDWIVES 


Intramuscular injection of Ergo Rondase at delivery enables the midwife, who 
is not permitted to give an intravenous injection, to make full use of the 
valuable drug ergometrine at childbirth. 

In practice, injection of Ergo Rondase by the intramuscular route should prove 


to be equally as effective as intravenous injection of ergometrine alone. 


PRESENTATION: Dual pack containing— 
1 ml. ampoule Injection of Ergometrine Maleate B.P.o.5 mg. 
1 vial. Rondase (hyaluronidase-Evans) 1.0 mg ; also boxes of six vials of each. 


FURTHER. INFORMATION ON REQUEST FROM MEDICAL INFORMATION DEPARTMENT 
EVANS MEDICAL SUPPLIES LIMITED, SPEKE, LIVERPOOL 19 


EVANS 


MEDICAL 572A 
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ASPIRIN INTOLERANCE IN RHEUMATOID ARTHRITIS 


A MOST SUCCESSFUL 
ANSWER TO THE 
PROBLEM 


BUFFERIN FAR 
BETTER TOLERATED 
BY ARTHRITICS 


ACTS TWICE AS 
QUICKLY AS ASPIRIN 


NO EQUIVALENT 
IN BRITISH 
PHARMACOPOEIA 





sample 


S.E.1. 
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Further information : 
A detailed, fully docu- 
mented leaflet and 
available on 
request to the makers, 
Bristol-Myers Co. Ltd., 
Dept. C, 211 Biack- 
friars Road, London, 


BUFFERIN- 


THE NEW BETTER TOLERATED 
ANALGESIC 


Following last year’s report! by the Joint Committee of the Medical Research Council 
and Nuffield Foundation, many practitioners have returned to aspirin therapy in place of 
cortisone. Effective therapy with aspirin and similar salicylates unfortunately has been 
hampered by the problem of gastric irritation, which affects as many as 42% of arthritic 
patients. Bufferin, the new analgesic which reduces gastric intolerance to a negligible 
minimum, is a most successful answer to the problem, 


Bufferin combines acetylsalicylic acid with the antacids aluminium glycinate and 
magnesium carbonate (gentle buffering acids which do not produce “acid rebound’’), 
end is well tolerated even by arthritics. In blind trials amongst arthritics with proven 
intolerance to ordinary aspirin, 70% had no gastric symptoms after taking large doses of 
Bufferin over periods of 4 to 16 months.* Previous studies amongst the general 
population showed that only 1 patient out of 238 had any distress after taking 10 grains 


of Bufferin.* 


Not only is Bufferin better tolerated by the stomach than ordinary aspirin, but its pain 
relieving ingredient is absorbed twice as quickly into the blood stream. Trials show that 
on an average the 10-minute salicylate level after taking Bufferin was more than 20% 
higher than the 20-minute level after taking ordinary aspirin.® 


Bufferin is unique, in incorporating aluminium glycinate and magnesium carbonate as 
buffering agents and has no equivalent in the British Pharmacopeia or National 
Formulary. This fully justifies the prescription of Bufferin on E.C.ro. 


References: 1. British Medical Fournal, 1954, I: 1223. 2. Journal of the American 


Medical Association Fune 4 1955 p. 387. 3. F. Amer. Pharm, Assoc. 1950, 39: 21. 


BUFFERIN 


ANTACID ANALGESIC 





Formula: Acetylsalicylic Acid § gr.: Aluminium Glycinate 3 gr.: Magnesium Carbonate 14 gr. 
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Hematrix 


Hemorrhoidal Ointment 
Prescribable on E.C.10 


For the treatment of haemorrhoids, pruritus 
ani and painful inflammatory and eczema- 
tous lesions of the skin in the anal region. 
HEMATRIX is designed for the immediate 
relief of itching and localised pain through 
progressive treatment of the enlarged and 
varicose tissues by mild antacid astringent 
HEMATRIX acts promptly, 
effectively and thoroughly, promoting 

the disappearance of subjective symp- 
HEMATRIX contains as 

active ingredients: Benzocaine 6%. 

Alum. Oxide 7.5%, Zinc Oxide 

15%. Bals. Peruv. 2.5%, in a 


Presented in tubes complete 
with extension introducer 
for internal application. 





f 
/ 





Maw’s Ethical Products also include 


NAPHTHIONIN A haemostatic of general action for 
administration by the parenteral route; used pre-operatively or 
post-operatively. 

Naphthionin does not control hamophiliac bleeding for which 
Thrombin (MAW) is the hemostatic of choice. 


THROMBIN (MAW) A haemostatic for topical use 


in surgical procedures for the immediate arrest of haemorrhage. 


THROMBOPLASTIN (MAW) For reagent use in 
the determination of the prothrombin time in anticoagulant 
therapy. 

REAZIDE (Cyanacetic Acid Hydrazide) A new 
hydrazide for specific use in all forms of tuberculosis. Clin- 
ical trials in progress. 

THROMBORAL A preparation of suitably buffered 


Thrombin for oral administration in the treatment of gastric 
haemorrhage, oesophageal varices and kindred conditions. 


Further information available on request from Department L. 


ETHICAL PRODUCTS 


S Maw Son and Sons Limited . Barnet - England 
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the shape of relief... 


The shape of a haemorrhoidal suppository is almost as important as the 
nature of its active ingredients. 

The cylindrical shape of ANUSOL suppositories facilitates pain-free insertion 
and easy retention. 

An ANUSOL suppository melts rapidly, bringing soothing and healing medic- 
aments to a wide area of inflamed rectal mucosa. 

Active principles: Bismuth subgallate 2.12%, bismuth oxyiodogallate 0.03%, 
bismuth oxide 0.87%, resorcin 0.87%, balsam of Peru 1.77%, zinc oxide 
10.60%, boric acid 17.85%, base of cacao butter and beeswax q.s. ad. 100.00%. 
Packing: Ointment: 1 oz. tubes. Suppositories in boxes of 12; also boxes of 
100 for dispensing purposes at 16/8d. (not subject to P.T. on prescription). 


ANUSOL 


No Warner product has ever been advertised to the public. 


WILLIAM R, WARNER & CO, LTD. - POWER ROAD -« LONDON, W.4 
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An entirely new approach 


to anticonvulsant therapy 





A notable step forward in the treatment of grand mal has been made 
by the recent introduction of NYDRANE—a drug that has shown con- 
siderable promise during successful animal and clinical trials. 
NYDRANE is entirely different in chemical structure from any 
other anticonvulsant in clinical use, and provides an important 
new weapon possessing distinct advantages over other forms of 


anticonvulsant medication. 


NYDRANE is remarkable for its low toxicity, the absence 
of secondary effects and the fact that it does not cause somno- 
lence ; 

It is of particular value in reducing the dosage of soporifics or 
other anticonvulsants having serious secondary effects ; 

It is a valuable alternative in cases resistant to other drugs ; 
Trials indicate that it «an enable a higher percentage of cases 
to lead a more mentally alert, normal and balanced life ; 
Improvement in personality traits and well being have been 


markedly evident following the use of the drug. 


Nydrane 


N - Benzyl - beta ° chloropropionamide 
New Synthetic Anticonvulsant for Grand Mal 


Fully descriptive brochure on request. 
Tablets of 0.5 Gm. Bottles of 50 and 250. 


& RONA LABORATORIES 
12 13 Molyneux Street, London, W.1. AMBassador 4437. 
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for 


Angina Pectoris 


In ‘Pentoxylon’ the tranquillizing, bradycardic influence of 
*Rauwiloid’ brand alkaloid hydrochlorides of Rauwolfia serpentina 
is allied to the prolonged vasodilating effect of pentaerythritol tetra- 
nitrate. This new combined therapy represents an important advance 
in the long term treatment of angina pectoris. 

Although some patients will still occasionally require glyceryl 
trinitrate, in many others ‘Pentoxylon’ will provide complete relief 
from anginal attacks. It will also bring: ‘‘gratifying reduction of 
anxiety and relief of apprehension ...”’ 


North-West Med. (1955) 54: 34 


Dose: 1 tablet four times a day, before meals, increased later 


if necessary. 


(RI KER *Pentoxylon’ is available in tablets, each containing 
1 mg. of ‘Rauwiloid’ and 10 mg. of pentaerythritol 


tetranitrate, available in bottles of 25, 100 and 500. 


*RAUWILOID’ and 
*“PENTOXYLON’ are registered trademarks 


Registered Users: 


Ri KER LABORATORIES LTD 


LOUGHBOROUGH LEICs. 
















32 

















THE Lancet] 


THE LANCET GENERAL ADVERTISER [JAN. 7, 1956 





Me 

















baal 
é e 6° $ 
° x 45 9.9 % 
32,0 * 
ce. fs 
ee ae 3 
e su » = 
Ol requcin pea” 
3 oe ca 
6e@¢e ae = 
4 
3 a 
3 13 = 
° ——_—_fe wm 
‘ ‘The arrow indicates your correct weight = ~~» S 
ve ae STONES POUNDS 5 ~ - 
f : : “ } e pa eo 
a Gace . ‘ . — = 
a | 18 NOV 55 4»? - 14-1: -— 8 
<> " i . 
2 co © 5 | WATCH YOUR WEIGHT—Weigh regularly 
ffi. 3 
: = 
-~ © 
oy ee — 
a =~ * 
‘. j = 
as [4 
f im the Appetite Controlling Agent that is Safe 
f L = even in Cardiovascular Disorders 
j fy. 8 
f hone S PRELUDIN is new and PRELUDIN is news 
Oo = because it provides a new practical answer 
ay = to an old problem. Here for the first time 
= is a treatment for obesity that is safe, 


swift and sure for al/ patients—and 
particularly for those with cardiovascular 
disorders and hypertension. 

PRELUDIN is an appetite controlling agent. 
It acts quickly and effectively without 
risk by controlling the patient’s appetite 


and breaking the psychogenic overeating 





> habit, thus curbing food intake. 
° 
< It enables the patient to lose weight safely 
\e se | and without mental strain by strengthening 
lo 3 7 : ; . 
ie ® adherence to a prescribed diet. 
— < 
\ 4 al A PRELUDIN, in recommended dosage, 
‘_ a ; ; , 
¥ é ot S unlike dexamphetamine, does not raise 
™ the blood pressure, does not affect the heart, 
a ‘ 
-3 and does not create excessive mental 
< - . . . . . . 7 . 
rf a ea > stimulation. It is the prescription of choice + 
2 , Ww ° . ° . 
Pr, ; = in all cases of obesity— especially those 
2 ee I 
Poe eg Sy with cardiovascular disorders—because it 
$a & 
f &> reduces the risk of reducing. 
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brand of 2 - phenyl - 3 - methyl - tetrahydro - |, 4 - oxazine - hydrochloride 
— the safe prescription for obesity 
Manufactured and distributed in England by Pfizer Ltd., 


for C. H. Boehringer Sohn, Ingelheim am Rhein, Registered 
proprietors of the trade mark. * Registered Trade Mark 
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...here 1s a NEW Compound 


Bismuth Aluminate 


Bi, (Al,O,),. 10H,O 


was specifically developed for the treatment of 


PEPTIC ULCER 
AND 
ALLIED DISORDERS 


Extensive research has resulted in the discovery of a 
compound, Bismuth Aluminate which combines a sustained 
antacid effect with the established protective, sedative, and 
antipeptic properties of older bismuth preparations. 
Bismuth Aluminate is packed in the freshly precipitated 
nascent state to ensure maximal fineness of division of 


particles, and thus maximal therapeutic efficiency. 


Detailed Literature (z= fm on request from: 





Sole Distributors in U.K. 


C. J. HEWLETT & SON LTD 


King George’s Avenue, Watford, Herts 


Manufactured by MINING & CHEMICAL PRODUCTS LIMITED, LONDON 


In accordance with world patents pending. 
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INTERNATIONAL STANDARD 
FOR HYALURONIDASE 


An international standard for preparations of hyaluronidase has been 
established (World Health Organisation, Geneva, October 1955). 


Hyalase—the first British preparation of hyaluronidase—was 
developed by Benger Laboratories and, in the absence of inter- 
national agreement, a ‘‘Benger’’ unit was adopted and became 


widely accepted. 


The strength of Benger ‘Hyalase’ ampoules remains unchanged (1000 Benger 
units) but will in future be described in terms of the new international unit 


Each ampoule of Hyalase contains 1500 international units 


HYALASE | 


Hyaluronidase 


Hyalase ampoules (1500 international units) are 
available in boxes of 5, 20 and 100. 


A PRODUCT OF ( BENGER } RESEARCH 


BENGER LABORATORIES LTD . HOLMES CHAPEL - CHESHIRE - ENGLAND 
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NEW NON-BARBITURATE HYPNOTIC 


Doriden 


a-phenyl-a-ethyl glutarimide 











SAFE ROUTINE TREATMENT FOR 


2 
insomnia 
RAPID ACTION, MEDIUM DURATION 
FREE FROM “HANGOVER” EFFECTS 


Tablets of 0.25 g. in battles of 25, 100 and 500 


C IBA 


*Doriden’ is a registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham 
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‘« The control of the severe usually unproductive cough 
associated with tumours of the lungs and bronchi is a 
difficult therapeutic problem, for which hitherto, at least in 
this country, opiates including heroin have often been used. 


But American physicians have used alternatives for this 
purpose. Increasing interest is being shown in the anti- 
tussive properties of some of the new synthetic narcotics, 
especially in levorphan congeners such as dextrorphan 


| and dextromethorphan.”’ 





Lancet, 1965, ii, 1183 


DEXTROMETHORPHAN 


is now generally available 





1 under the trade name 


‘ROMILAR’ 


TRADE MARK BRAND 





| A ROCHE PRODUCT 


Packings: In bottles of 100 c.c. and s00 C.c. (10 mg. in ¢§ C.c.) 


ROCHE PRODUCTS LIMITED « I§ MANCHESTER SQUARE + LONDON, W.I 
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TRADE MARK 





\ I LILY 


| COMPLETELY NEW ORAL PENICILLIN 


PENICILLIN-V, LILLY is a completely new 
penicillin compound for oral use. Stable in the 
presence of gastric secretions, PENICILLIN V 
is fully effective orally and gives higher and more 
prolonged blood levels than any other oral 
penicillin. 

It is therapeutically comparable with paren- 
teral penicillin ; high dosage is unnecessary. 


*‘PULVULES ’ PENICILLIN-V, LILLY, each 
containing 125 mg.—in bottles of 12 and 100, 
Average adult dose—1 capsule three times daily, 
increased to six times daily in very severe 


infections. 


ELI LILLY & COMPANY LIMITED 
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FOR SUPPRESSION OF 


severe 
cough 


‘PHYSEPTONE?’ LINCTUS has many advantages as a suppressant of unproductive 
cough. Though comparable in effectiveness to diamorphine linctus, it is free from the 
drawbacks of the latter—it carries negligible risk of addiction, does not constipate 





and seldom causes other side-reactions. 

‘PHYSEPTONE’ LINCTUS has a direct suppressive action on the cough reflex. 
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PIRITON Expectorant Linctus. 
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HOW A LAWYER THINKS * 


Lorp RADCLIFFE 
P.C., G.B.E., M.A. Oxfd 
A LORD OF APPEAL IN ORDINARY 





Many people are becoming more and more vexed by 
the problem of communication. There seems some 
reason to think that, as our technical mastery of the 
means of communication increases, there is a corre- 
sponding decrease in out power to employ those means in 
any way that is worthy of their possibilities. Whether 
this is more than a coincidence I do not know. What is 
at any rate worthy of remark is that we still appear to 
understand each other so little. 

If we lived in a less complicated, less interdependent 
form of socicty, the want of understanding might be of 
no particular importance. Earlier societies have got on, 
often happily enough, with a minimum of common 
understanding between thei different classes and 
sections. Retrospect may to some extent flatter English 
society of an earlier age, but it was probably rather 
exceptionally fortunate in the range of common feeling 
that united it, despite huge barriers or gaps. It would not 
have been altogether nonsense to talk of a common 
culture informing that earlier society: less misleading 
than it might be to talk of it today. Most of what now 
look like the prevailing causes—a general and dominant 
religious faith, a still unbroken association with the land, 
the influence of insularity, the sheer effect of a simple 
social organism—have ceased to operate, even though 
some of the institutions that were founded upon them 
may still survive. And at a period when our complex 
relationships make it essential that we should understand 
each other or perish, we understand each other, perhaps, 
less and less. 

If you do not have common ideas, you cannot have a 
common speech. That is, if the words that a speaker 
uses either do not mean the same thing to bis listener 
as they mean to him, or, more simply, do not mean any- 
thing to the listener at all, there is either misunder- 
standing or no understanding. In either event there is 
no communication in any valuable sense of the word. 
It is hard enough for the specialist to realise this ; but at 
least he is conscious of some necessity for a free trans- 
lation, if he is to make himself generally understood. 
But the realisation is harder yet, I believe, for the man 
of general literary education—the man, let us say, whose 
education was directed towards or culminated in the arts 
degree at a university. For the conceptions which were 
implanted in him by that form of education, itself 
derived from the common culture of the older Europe, 
assume a certain fixed relationship between words and 
ideas, and assume moreover that, because of that 
relationship, words, properly combined, are an adequate 
vehicle for the expression of ideas. Deny him the 
validity of that assumption and he becomes something 
of a lost man in the modern world. That sovereign 
instrument for communicating ideas, which he thought 
a bridge between his own and other minds, becomes only 
one more of those esoteric jargons in which specialists 
veil the sign language of their tribe. Puffs of smoke on 
the hill, knife markings on a tree, rock carvings of a 
forgotten pictogram. And, since many of the leading 
men in our public and professional life have been raised 
as the products of a literary general education of this 
kind, and there are even some who think it a good thing 
that they should have been, it is no wonder that the 
problem of communicating meaning, or, to put it another 
way, the problem of expounding ideas, is today thought 
*The Royal Society of Medicine’s Lloyd Roberts lecture for 

1955, delivered on Nov. 30, and published with the 
society’s permission. 
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of as a serious one. For these men may understand each 
other, if they listen, but it is very doubtful whether they 
possess the ability to make themselves at all generally 
understood. 

Essentially the problem is not one that turns upon a 
relationship between leader and led or between those who 
prophesy and those who are prophesied to. We live, of 
course, in a managerial age, and management—political, 
social, or industrial—is very largely the art of com- 
municating ideas in a persuasive form. But everyone 
has always lived in a managerial age of some kind. It 
distorts the problem to think of communication in terms 
of ‘* putting things over,’’ an amiable method of getting 
one’s own way. So understood, the art of communication 
appears as little more than one of the techniques of public 
relations. It seems to me much more fruitful to approach 
the problem as a search for a modern art of generating 
ideas by a free exchange of them. We ought to try to 
gather together at any rate the cultured classes—pass the 
phrase for the moment without assuming that it is 
necessarily priggish—from the isolation which the 
specialisation of learning is tending to bring about. 
Because this isolation is a harmful thing and it is some- 
thing of a new phenomenon in European life. It is a 
very natural product of two things which press upon us 
all today—the lack of any agreed curriculum of general 
education, and the great additions to specialised know- 
ledge in so many fields, which give so few of us enough 
time to put our noses outside our own books. It is 
natural enough, under prevailing conditions: but more 
and more its effect will be that even the professional 
classes will understand each other’s concepts and 
language less and less, and the common ground of 
enlightened opinion on which so many people have stood 
firmly in the past will shrink to a negligible plot. So 
let us be upon our guard against this new threat of 
Enclosures ! 

* * * 

This is rather too grave an introduction for the simple 
reflections that are to follow. But my own professional 
training has been in the discipline of the Law; and when 
the Royal Society of Medicine did me the honour of 
inviting me to deliver the Lloyd Roberts lecture, adding, 
considerately, ‘‘ the subject is not necessarily medical,” 
I thought to myself that it is sometimes more interesting 
to know how a thing works than what it does. How does 
a lawyer work? It might make some contribution to the 
mutual understanding between Medicine and Law if I 
were to reflect a little upon the main influences that 
govern a lawyer’s way of thought. Any worthwhile 
profession sets its mark upon a man just as surely as the 
ancient callings did—sets its mark upon his mouth and 
his hands and his eyes, and speaks a little through his 
voice. But apart from the physical uniform, it imposes, 
too, certain patterns of ideas or modes of thought, and 
unless these are fairly understood the language which is 
their vehicle of expression remains a foreign language. 
People used to speak of the three learned professions, the 
Church, Medicine, and the Law. Now university research 
has so much extended that Learning itself has become a 
profession. But how far do we understand each other 
today, where we hope to go, and where we would liké to 
stand ? 

* * * 

I believe that one of the noteworthy things about the 
lawyer in our present age is that the system of knowledge 
which constitutes his learned study is not itself a pro- 
gressive one. Progressive, of course, is an equivocal 
term. But the world today is humming with the murmur 
of those who study and apply the expanding sciences and 
who see before them an unconfined field of experiment 
and discovery. Physics, Chemistry, Biology : I suppose 
that there can be few people who feel themselves to bave 
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reached some mastery of those sukjects who do not feel 
at the same time that the work of the past was only a 
preliminary to the almost unpredictable developments 
of the future. Now to live and work in a world of that 
kind, which by the very terms of its existence is a 
revolutionary world, must be intensely exciting. And 
the excitement of those who understand what is going 
on communicates itself to the general public. You may 
have guessed already what I am going to hint at, that it 
does not communicate itself to me. 1 wish that it did. 
It is a depressing experience to attend some great 
ceremonial procession with the crowd waving and 
cheering madly and to feel] cut off from the whole thing, 
neither able to see the procession nor to share the excite- 
ment. It is obvious, indeed, that the great advances in 
what for want of a better word I will call the scientific 
sciences are going to modify, even to revolutionise, the 
conditions under which buman life has to be lived. But 
it ia not equally obvious that the alteration of those 
conditions will alter in any important way the terms of 
the human dilemma itself. No doubt an expedition will 
reach tle Moon in due course, or some inhabited con- 
stituent of the solar-system ; but suppose none of the 
inhabitants has ever got further than writing the Iliad or 
Hamlet or King Lear or Don Quirote ? 

I speak as if the lawyer were the contemplative 
philosopher of the present day. He is not at all, at 
any rate in this country. Law is not a reflective calling : 
it can hardly afford to be, since its essential function lies 
in the discovery and application of practical rules which 
have to be treated for the sake of appearances as if they 
were universals. But all the same there is something 
rather unusual, something which might be chara  terised 
as introverted, about a profession in which the range 
of learning is, in effect, closed and in which a principle is 
the more treated as valid the more it can be shown tu be 
ancient and long-established. Such a background should 
favour a certain conservatism and a certain detachment 
of outlook. It should favour, too, an almost desperate 
humanism as the best justification of our, perhaps, dying 
art. On the whole | think that this is what our back- 
ground dves. But since the lawyer revolutionary is 
himself a recurrent figure in the historical process, I 
take it that there is something in the legal discipline 
which produces by reaction the extreme antithesis of the 


normal type. 
* * al 


You cannot be a good lawyer unless you can cultivate 
good historical sense. The more you try to understand 
the reason or principle that lies behind any branch of 
our jurisprudence, the more you are forced to see that it 
is nut R-ason in itself but a decent rationalisation of 
attitudes, moral or social, which belong to the history 
of our society. When I was a young man I used to get 
rather embarrassed by this. I used to think that it 
rather lowered the status of Law and of our learning in it. 
Now I do not feel quite the same way. It seems to me 
that the life of man in society is so complex a thing that 
good social habit which has some root in the past, which 
is nourished by the emotional association of history, is 
a more valuable possession for the individual than a 
mastery of a dialectic which may be intellectually more 
satisfying. Not all of us in fact know much about 
history and very few of us know as much as we should ; 
but nevertheless I think it true as a generalisation that 
to the lawyer the history and the historical development 
of his country convey a more vivid sense of living and 
practical reality than they do to others who follow other 
callings. We are so often forced to see the present in its 
true light as a point of time in a continuous process which 
does not itself pause for time. That is a strength: at 
least it should give a certain richness, at the expense of 
a certain soberness, of tone. 

* * * 
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Most people think of the lawyer as a great arguer. 
Argument is, I suppose, the most typical weapon of the 
lawyer’s armoury. How much it governs his real 
thinking seems to me worthy of some analysis, since it 
may help to show how ambiguous a word “‘ argument ”’ 
is. On the one hand, undoubtedly, the administration of 
Jaw consists in the application of principles to particular 
combinations of circumstances. The combinations are 
regarded as new, the principles as given or at any rate 
as demonstrable by deductive reasoning based upon 
other principles. Deductive logic therefore plays a large 
part in the legal process, being employed alike by the 
advocate to present his argument and by the judge to 
support his decision. The decision as arrived at is arrived 
at, accordingly, as a demonstrated necessity : and this 
use of the lugica) process, which those trained in it have 
been taught to regard as infallible, satisfies the genera) 
conception of what we need of justice, that it should be 
certain, impartial, and, above all, impersonal. We cap 
say of the lawyer, then, that he is a person who is con- 
ditioned by his training to marshal the expression of his 
thoughts in the form of logical reasoning. 

Away from the Law Courts, this habit does not tend 
to make the lawyer a good controversialist. His method 
smacks too much of scholastic debate in the Middle 
Ages, in which it was essential to success that one con- 
testant should never allow the other to get away for one 
moment with a single uncertain premise. If he did, there 
was no breaking the chain of unchallengable deductions 
that would soon be tied to it. So he cried Al distinguo, 
and pulled the other back to the beginning. It was a 
good discipline fur those who can attribute to words 
precise and definite meanings. But public controversy 
needs an altogether looser reia. It requires the impres- 
sivnist technique. What is important is not so much 
where the uther man gets to: what matters more is the 
significant effect produced by the whole arrangement. 
And to achieve the effect a few striking passages may 
be much more compelling than the logical consistency 
of the whole. 

But the interesting thing is that, though all lawyers 
instinctively resort to deductive reason to demonstrate 
their conclusions, it is in practice by no means the 
strongest part of their equipment. A professor of logic 
would find in even famous judgments some sad howlers— 
the undistributed middle, trausference of meaning in the 
use of the same word, questions begged until they are in 
rags. And not only the professor of logic. Ask an 
intelligent member of the public to make a critical study 
of some well-known judgment and to give his comments. 
He would find much to admire—a good, if rather desic- 
cated, style of prose, clarity of exposition, economy of 
expression and a reassuring air of detachment : but what 
I do not believe that he would be impressed or convinced 
by is the reasoning itself. I do not say that he would 
fault it as the professor might; but I think that his 
readiness to be satisfied with the result of a trial would 
arise more from his satisfaction with the judge himself, 
the conduct of the proceedings, and the treatment of the 
witnesses, than from any feeling that the considerations 
which were ultimately held to be the determining ones 
were based upon the kind of reasoning that he would 
himself be convinced by in the critical decisions of his 
own life. In particular, the distinctions upon which the 
result seems to turn often present themselves as some- 
what unreal, not so much as pvints of substance as fine 
points of verbal distinction. 

Now most lawyers weuld find an answer to this kind 
of criticism, although they are not very ready to offer it. 
If it was offered mvre often and more explicitly it would 
help to a better general understanding of what is the true 
structure of legal reasoning and might mitigate the 
impression, quite widespread, that law must seem much 
more convincing to lawyers than it does to the outside 
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world. The thing to » be admitted is . that Law is not in 
any sense an exact science, indeed it is not in the modern 
sense of the word a science at all. Its material consists 
of the conduct and the affairs of living human beings ‘in 
all the complexity of their relations, and its art con- 
sists in the application of certain generalisations, styled 
principles, to a particular combination of circumstances. 
These generalisations are themselves half moral, half 
practical : in each case the compound is produced more 
by perception than by rule. It is a mistake to suppose 
that logic based on verbal propositions can ever be much 
of a guide for this purpose, and | have the impression that 
lawyers more or less unconsciously accept that their 
formal process is not their real one. The real process, 
the mastery of which constitutes the abiding fascination 
of administering law, proceeds by the method of selection 
and arrangement. Once the picture has been composed 
by the artist there is indeed something inevitable in the 
resulting impression but, of course, the art has lain in 
the justness of the selection and the firm outline of the 
pattern. 





* * * 


Perhaps you will allow me to illustrate what I am 
saying by an extract taken from a well-known judgment 
in the House of Lords by one of the greatest exponents 
of the legal art that this country has knuwn. The speaker 
is Lord Macnaghten ; the period 1888; the setting a 
late- Victorian, foggy, lamplit Christmas Eve at Padding- 
ton ; the subject a Gladstone bag lost at the statiun by a 
certain Mrs. Bunch. Mrs. Bunch is now at grapples 
with the Great Western Railway as to which of them is 
to bear the burden of the loss. This is how Lord 
Macnaghten deals with the problem : 


“Your Lordships are familiar with the evidence in 
this case, and I do not propose to repeat it. It is enough 
to say that on the 24th of December 1884, at 4.20 p.m. 
Mrs. Bunch came to Paddington with a Gladstone bag 
and some other luggage, meaning to travel with her 
husband by the 5 p.m. train to Bath, that on her arrival 
at the station her luggage was received by a porter in the 
employment of the company, and taken by him to 
the platform for the purpose of the journey, and that the 
Gladstone bag was last seen on the platfurm with the 
same porter a few minutes afterwards. From that time 
all trace of the bag is lust. ‘The porter and the bag both 
vanish from the scene. It was suggested by the learned 
counsel for the appellants, by way of explanation, that 
the porter was pussibly one of a number of men picked 
up by the company for the duy to meet the pressure of 
Christmas tratftic. But I may observe, in passing, that 
so far as the public was concerned, there was apparently 
nothing to distinguish the casual helper of whom little, 
if anything, was known, frum the regular and trusted 
servants of the company. 

*“On these bare facts standing alone it seems to me 
that there would be evidence upon which the County 
Court judge might reasonably find for the plaintiff, even 
if the company were not under the liability of common 
carriers as regard the lost bag. 

‘* But then it was contended with much earnestness 
that it ought to have been inferred from the circum- 
stances of the case and from Mrs. Bunch’s conduct that 
at the time of the loss the bag was not in the custody of 
the company for the purpose of the journey. It was said 
that Mrs. Bunch came to the station too soon—that she 
came before the train was drawn up—that she broke the 
journey, if the journey is to be taken as having begun— 
and left the bag in the charge of a porter who was then 
nut acting as the servant of the company within the 
scupe of his authority as such, but acting as her agent in 
his individual capacity, and that if this was not what she 
meant, it was an attempt on her part to saddle the 
company with a liability which they were not bound to 
undertake. 

‘lt seems to me that there is no substance in any 
of these objections. Mrs. Bunch, no doubt, came to the 
station somewhat early. But the one thing that railway 
cumpanies try to impress on the public is to come in good 
time. And considering the crowd likely to be attracted 
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ie duo pony duties the Cistenen holidays, and the 
special bustle and throng on Christmas Eve, it does not 
seem to me that Mrs. Bunch came so unreasonably early 
as to relieve the company who received the luggage from 
the ordinary obligations flowing from that receipt. It 
is impossible to define within the extreme limits on both 
sides the proper time for arrival. Everything must depend 
upon the circumstances of the particular case. But, 
among those circumstances, the least important, as it 
seems to me, is the time when the train is drawn up at the 
departure platform. That is, as everybody knows, a 
very variable time. And it is a matter over which the 
passenger has no control, and of which he can have no 
netice before he comes to the station. 

“Then I think that there is nothing in the con- 
versation which took place between Mrs. Bunch and the 
porter. Mrs. Bunch’s question was a very natural one. 
The answer which she received was just what might 
have been expected. Nine women out of ten parting with 
a travelling bag on which they set any store would have 
asked the same question. In ninety-nine times out of a 
hundred the same answer would be returned. I do not 
think that this conversation altered the relation between 
the parties in the least degree. It seems to me almost 
absurd to treat it as a soleinn negotiation by which the 
lady abdicated such rights as she possessed against the 
Great Western Railway Company and constituted this 
ephemera! and evanescent porter in his individual 
capacity the sole custodian of her Gladstone bag. 

“ Nor can it, I think, be said that Mrs. Bunch broke 
the journey by leaving the platforin to meet her husband 
and get her ticket. ‘To take a ticket is a necessary 
incident of a railway journey. It is, at least. a very 
common incident in railway travelling for persons, who 
intend to travel in company, whether they be members of 
the same family or not, to meet by appvintment in the 
railway station from which they mean to start. and it is 
certainly not unusual in such a case for the purchase of 
tickets to be deferred until the meeting takes place . 

‘Tt was said that if everybody acted as Mrs. Lunch 
acted in this case, railway companics would require an 
army of porters, and that it would be almost impossible 
for them to carry un their business. I quite agree, but I 
am not much impressed by that observation. I apprehend 
that if all travellers acted precisely alike, if everybody 
arrived at a station fur a particular journey at precisely 
the same moment, though the time of arrival were the 
fittest that could be imagined, there would be no little 
confusion, and perhaps some consternation among the 
railway officials. Whatever may be the result of your 
Lordship’s judgment, there is no fear that it will have the 
effect of making everybody act alike. Things will go on 
just as usual. The fidgety and the nervous will still come 
too soon; the unready and the unpunctual will still put 
off their chance of arrival till the last moment, and the 
prudent may have their calculations upset by the many 
accidents and hindrances that may be met with on the 
way to the station. And it is just because of the irregu- 
larity of individuals that the stream of traffic is regular 
and easily managed.”’ 


Now there are several things that might be said by 
way of commentary on this specimen of judicial reasoning. 
I would like to draw your attention to one or two of 
them. First, though this may seem merely an incidental 
comment, the style is very nicely fitted to the subject. 
It is grave, without being portentous ; it is admirably 
detailed, without being finicky ; and at the same time 
there is, I think, at the back of it a gleam of decorous 
amusement that these sober legal propositions have to 
be marshalled and weighed to solve the problem of Mrs. 
Bunch and her Gladstune bag. Next, these paragraphs 
which seem to be no more than a recital of facts, or a 
rather quizzical glance at certain arguments, do in fact 
contain an exposition of legal principles—so much so that 
Mrs. Bunch’s case has become a leading case determining 
for good the kind of considerations that are to govern 
the loss of Gladstone and other bags at railway stations 
and the weight to be given to some of those considerations. 
But the legal principles are, as it were, built into the 
factual structure of the story itself, not imposed upon 
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it, so that the story seems to arrange itself naturally 
round them and to take its form and order from their 
intrinsic logic. (This quality of design is a quality 
common to all great artists, in whatever medium they 
work. They speak as one having authority, not as one 
bound by other men’s measure. They do not labour at 
odds with their material. A master of his art is a master 
of his means and under his hands formless mass glows 
to clear outline and coherent shape.) And, lastly, the 
whole passage, though the careful simplicity of it is to 
some extent delusive, is irradiated by a vivid common 
sense, the most difficult of all qualities for the lawyer to 
incorporate into his work. 

I do not mean to level that as a cheap generalisation. 
It is quite true that in every calling which is primarily 
intellectual it is easy to reason oneself away from common 
sense. The Law is not singular in that respect, though 
its immediate application to the practical affairs of living 
throws its defects into the sharper relief. But common 
sense is not itself the highest of human qualities nor is 
it the final arbiter in our affairs. The lawyer’s problem is 
not understood unless it is understood as a problem, never 
completely resolved, of keeping his conclusions sufficiently 
related to common sense without subordinating them to 
it. Perhaps I could describe his process as away from 
common sense by way of reason and then back to common 
sense to test the conclusion. And his difficulty is enlarged 
by the fact that the Law, for all its portentousness, for all 
that it must affect to deal with the issues of life and death, 
of honour and dishonour, of fortune and ruin, is con- 
demned to make its survey over a limited field which 
covers always much less than the whole subject. This 
consideration is admissible, that is excluded. For this 
purpose the Court may learn of a man’s motive, for that 
purpose it is to be treated as irrelevant. The human 
heart may be the prime mover in most of the combina- 
tions of events that come before a court of law’s review, 
but only a very limited acknowledgment can be permitted 
either of its existence or of its impulses. There would be 
little worth honouring in the Law if it could not relate 
its judgments to a sense of morals, and yet we know that 
a court of law is not, and is not free to be, a court of ethics 
in itself. 

I do not criticise the ambiguity of attitude that is 
forced upon us by these limitations. Nor, I think, do 
most lawyers. No-one could practise law without 
realising that some such limitation is unavoidable. It is 
not the purpose of this lecture to rehearse the reasons. 
Every case bas to be seen as one step only in the process 
of administering justice, and administration creates its 
own necessities—of time, of good order, of what is in the 
true sense triable and what is not. Law is essentially a 
generalisation—how can it provide even-handed justice 
if it is not ?—and the rules and principles which we apply 
are the product of those generalisations. So, although 
we must dispute as to the application of the rules and as 
to the qualifications upon them that ought to be recog- 
nised, I think that we are conditioned to acceptance of 
the idea that in the Law we practise an imperfect art, and 
that the judgments which we pass, however profoundly 
meditated, are valid only within the terms which we 
ourselves impose upon the insoluble complexity of life. 

* * * 

It is not easy to explain this attitude to the lay world, 
since it is the lawyer’s mystery. 

Ostensibly, the Law is portentous in its claims. But I 
do not think that any lawyer who is eitber sensitive or 
sensible feels that he is portentous in himself, despite the 
terms of expression which his subject almost forces upon 
him. Among the several forms oi legal humour, much 
of it esoteric, you can sometimes notice a rather grim 
anger at the ambiguity of a position in which by the very 
condition of his calling the lawyer is probibited from 
speaking, though he cannot be prevented from feeling. 
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Often such expressions pass for a merely macabre or 
even ghoulish brand of humour, of a kind that professions 
do indeed generate. Sometimes they are; but so to 
write them off is, I think, to miss a quality of feeling that 
has always seemed to me an important part of the 
make-up of a lawyer. Let me try to make good an 
instance or two of this kind of irony. 

There is a record of an 18th-century judge on assize 
at Stafford, who sentenced a man to death, as law 
then required, for uttering a forged bank-note. He 
charged him to prepare himself to leave this world for 
another where, said the judge, it was to be hoped that 
‘“‘through the merits and mediation of our blessed 
Redeemer he would experience that mercy which a due 
regard for the credit of the paper currency of this nation 
forbade him to hope for here.’’ Of course, you may take 
that in more ways than one: the bland 18th-century 
philosopby of the Powers-that-Be ; a small, macabre, 
private joke ; or, as I think, a sudden, Swiftian flash at 
man’s unending inhumanity to man. 

Max Beerbolim attended Sir Charles Russell’s famous 
cross-examination of the forger Pigott during the sitting 
of the Parnell Commission. There were the three Lords 
Justice, as aweful as only Victorian judges, perhaps, 
could be: there was the pitiable Pigott, who was to kill 
himself a few days later, mumbling and stumbling in his 
exposure: and there was Sir Charles Russell, the most 
overwhelming man of his period, addressing him ‘‘ Come, 
Mr. Pigott, strive to do yourself justice. Remember 
you are face to face with my Lords!’’ Portentousness ? 
mumbo-jumbo ?—or one brief commentary on the whole 
judicial scene ? 

Few lawyers can be quite easy in the reflection that 
the rights of a litigant who can afford to spend money 
on the presentation of his case are more readily safe- 
guarded than the rights of one who cannot. ‘“ The gates 
of the Courts of Justice are open to rich and poor alike ”’ ; 
one judge has said, ‘‘ so are the doors of the Ritz Hotel.” 
The comment in different dress is much older than the 
Ritz: but I doubt if it will ever be repeated just as a 
joke. 

On one occasion, which has now passed into history, 
a few sentences on the same theme are said to have done 
much to bring about a major change in the law of the 
country. Up to the middle of the last century there were 
no divorce courts: marriage could be dissolved at law 
by one process only, the obtaining of a special Act of 
Parliament. Few people had time, influence, or money 
enough to resort to this: other persons whose marriages 
went astray and who desired a second union had the 
choice between the crime of bigamy and the scandal of 
open adultery. In 1845 a labourer was prosecuted at 
Warwick Assizes on a charge of bigamy to which he 
pleaded guilty. The judge, Mr. Justice Maule, sentenced 
him in these words : 

‘* Prisoner at the bar, you have been convicted of the 
offence of bigamy, that is to say, of marrying a woman 
while you had a wife still alive—though it is true that 
she has deserted you and is living in adultery with 
another man. You have therefore committed a crime 
against the laws of your country, and you have also 
acted under a very serious misapprehension of the course 
which you ought to have pursued. You should have 
gone to the ecclesiastical court and there obtained against 
your wife a divorce a mensa et thoro. You should then 
have brought an action in the courts of common law and 
recovered, as no doubt you would have recovered, 
damages against your wife’s paramour. Armed with these 
decrees you should have approached the legislature and 
obtained an Act of Parliament which would have rendered 
you free and legally competent to marry the person 
whom you have taken on yourself to marry with no 
such sanction. It is quite true that these proceedings 
would have cost you many hundreds of pounds, whereas 

ou probably have not as many pence. But the Law 
ows no distinction between rich and poor. The 
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sentence of the Court upon you, therefore, is that you be 
imprisoned for one day, which period has already been 
exceeded, as you have been in custody since the 
commencement of the assizes.”’ 

The prisoner was released. Only a few years later the 
requirement of an Act of Parliament to dissolve marriage 
was abolished and our modern divorce court was set up 
under which divorce is obtained by judicial process. 

* * * 

I have the feeling that the lawyer’s processes of 
thought, as I have presented them to you, are such as to 
make him rather a figure on the side-lines of the game as 
it is played today. But then, Law itself, his native art, 
is coming to stand rather on the side-lines of modern 
civilisation. His status is still a high one, but this 
eminence he owes in part to the very great value that was 
placed upon his calling in the earlier forms of our own 
society. He enjoys therefore an inherited prestige which 
is out of proportion to the current evaluation of the 
services which Law can render. The reason, I believe, 
lies in that change of attitude which is at once the cause 
and the consequence of the present age. There is not 
really much to be said for Law unless it is thought of as 
representing absolute standards of right and wrong, even 
at a far remove. But then that means that its funda- 
mental rules, whatever they are, stand above and 

“independent of social needs and aspirations of the day. 
The function of the lawyer, you might say, is to reconcile 
the demands of human nature to the acceptance of those 
rules. There are periods of historical development when 
men prize very highly such a service of reconciliation. 
I do not think that this is one of those periods. The 
vast possibilities of material change and advance have 
made men haughty to their institutions. Their institu- 
tions must serve them, absolutely, and they will not in 
any way serve their institutions. So be it: but a lawyer 
remains, first and last, an institutionalist, and the lawyer, 
his equipment a little rusty, his habit a little worn, not 
quite the tremendous figure of the past, stands compactly 
on one side, content to wait his turn. 
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For over a century the principal treatment of peptic 
ulcer has consisted in the restriction of the diet to 
‘bland ’’ foods. At one time a preliminary period of 
starvation was recommended (Leube 1876, Riegel 1903) ; 
but it has been more usual to start treatment with a diet 
of milk, eggs, and perhaps cream, and subsequently to 
add other soft and ‘“ non-irritating’’ foods (Lenharz 
1904, Sippy 1915, Hurst and Stewart 1929). Under the 
influence of Meulengracht (1934) the use of very limited 
diets has largely been abandoned, but most patients are 
still provided with a long list of foodstuffs which they are 
advised to avoid. 

The value of a special diet has never been demonstrated 
by a controlled series of observations, and it must be 
presumed that its use is continued partly for reasons of 
tradition, partly on the theoretical grounds (ill supported 
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in practice) that ** bland ’’ foods stimulate less secretion 
than other foods and do not “‘‘irritate’’ the ulcer physi- 
cally, and partly because patients given a restricted diet 
tend to lose their pain. It is, however, now realised that 
the bouts of pain associated with the presence of an ulcer 
are nearly always self-limiting and it is widely held that 
the duration of the bouts can be influenced by psycho- 
logical means. Several workers have, therefore, questioned 
whether dieting has any specific effect. Nicol (1942) and 
Lawrence (1952) compared the results obtained by giving 
patients a full diet with those obtained by a standard 
ulcer régime, and neither found that the standard régime 
had any advantage. 

The present investigation was planned to be a controlled 
trial of certain types of special dieting. In the first part 
of the investigation a comparison was made between the 
rate of healing of gastric ulcers in patients treated in 
hospital by two different diets; in the second, the 
frequency with which symptoms recurred and the ulcer 
remained unhealed was compared in two series of out- 
patients with gastric or duodenal ulcers who were 
recommended tw adhere to different dietetic schedules. 


Inpatients with Gastric Ulcers 

The inpatient trial was part of a long-term investiga- 
tion into factors affecting the rate of healing of gastric 
ulcers. The type of patients admitted for treatment and 
the general plan of the investigation have been described 
in detail elsewhere (Doll and Pygott 1952, 1954, Doll 
et al. 1956). 

In order to obtain more information in a limited period, 
the effects of three different types of treatment have been 
assessed concurrently. The different treatments have 
been allocated to patients in such a way that the group 
of patients who have been given a specific treatment and 
the group not given it have each contained the same 
proportion of patients given each of the other treatments ; 
hence, the value of each treatment can be assessed inde- 
pendently. In the present trial the contrasted methods 
of treatment were: (1) a standard ulcer diet, and an 
almost normal ward diet; (2) continuous intragastric 
milk drip, and no drip; and (3) advice to smokers to 
stop smoking, and allowing them to continue smoking. 

With milk drip pain appeared to be relieved somewhat 
more quickly than without it, but no effect could be 
detected on the rate of healing of the ulcers (Doll et al. 
1956). Insufficient patients have yet been advised to stop 
smoking for assessment of the value of this advice ; no 
interaction has been observed between the advice and 
either of the two diets, and it is thought that any effect 


* which may be attributable to it can be ignored in 


assessing the value of the diets. 


TABLE I-—-COMPARABILITY OF PATIENTS ON ADMISSION WITH 
REGARD TO PRESENCE OF PAIN, BODY-WEIGHT, AND SIZE OF 
ULCER 


| No. of patients on : 

: Characteristics ; ee ee ee, 
Almost, 

normal diet 


Standard 
ulcer diet 





Pain on admission : 


Present .. xs 5 ou 21 | 24 
Absent ee =” ved il 8 
Initial weight : 
Under 7 st. 2 3 
& "a 8 7 
8 st. os o° s* as 8 7 
9 st.- “a - oa ~~ 2 4 
10 st. “ - on 7 8 3 
11 st.+ .. i in 4 5 
Not recorded  .. - 0 3 
Av. all patients (st., lb., oz.) 9, 0,7 8, 13, 12 
Initial size of ulcer niche (sq. mm.) : 
10-24 cs > oe sot 9 ! 8 
25-49 ne ee - os 9 7 
50-99 o@ ~ a oa | 7 7 
100 + -* on 2% eon 7 10 


| 
| 
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TABLE II—INPATIENTS GIVEN STANDARD ULCER AND ALMOST 
NORMAL DIETS: CHANGE IN SIZE OF ULCER IN | MONTH 


No, of patients in whom 
niche was: 








| -—_—___—_—— a 
Diet | No. of | Less amount 
- | patients | | Two- then healed 
i Oy 
| | Healed ee two- | Larger (%) 
. thirds } 

| healed healed 
Standard uleer| 32 | 5 oe eo | 65:1 
Almost normal 32 | 10 | 10 1 | 703 

| } 





The ulcer diets used had been standard in the depart- 
ment for several years. The contrasting dict was the 
normal hospital diet with the elimination of fricd food ; 
it included snacks at 10 a.m. and 9 P.M. The diets are 
described in the appendix. 

Initial Comparability of the Patients 

In the absence of certain knowledge of the clinica] 
features which affect prognosis (Doll and DPygott 1954), 
the only precautions taken to ensure that the paticnts 
given the different treatments were comparable before 
treatment was started were: (1) the exclusion from tle 
trial of patients who had been treated previously and 
(2) the allocation of the specific methods of treatment for 
each patient at random. The results of treatment have 
been assessed by recording the change in size of the 
radiographic ulcer niche, the change in the patient’s 
weight, and the duration of the patieut’s symptoms. The 
initial comparability of the patients in the two treat ment 
groups with respect to the characteristics immediately 
relevant to these measures is shown in table 1. In all 
these characteristics—-i.e., the initial size of the ulcer 
niche, the initial weight of the patient, and the presence 
of symptoms on admission—the two treatment groups 
were closely similar. 

Resulis 

The results are shown in tables 1-Iv. From table 1 
it is seen that more of the ulcers were completely healed 
in | month among the patients on the ‘* almost normal ”’ 
diet than among the patients on the standard ulcer diet 
(10/32 compared with 5/32). The difference is not statis- 
tically significant (y?=2-18, n=1, P>0-1) and since 
more of the ulcers among the patients on the ulcer diet 
were nearly healed there was little apparent advantage to 
the contro] group in the average amount healed for all 
patients (70-39%, compared with 65-1%). 

Gain in weight was, on the average, also somewhat 
greater among the patients on the fuller diet. Since half 
the patients in each group received a course of intra- 


-INPATIENTS GIVEN STANDARD ULCER AND ALMOST 


TABLE Ill 
NORMAL DIETS: CHANGE IN WEIGHT IN l MONTH 
No. of patient A 
, os No. of patients AY. 
No. of : : } 
. | No. of ‘patients galing : weights 
Treatment patients) los. ng os guined 


weight 01b.-|5 Ib.-! 10 Db. 4 Ib. din 
On milk drip: | | | 


Standard ulcer 
diet .. 16 COS 0 0 11 | 5 8 6 
Almost normal } | | 
die “a 14° 0 2 6 | 6 8 7 
Not on drip : 
Standard ulcer | | 
diet .. 16 4 5 | 7 0 2 14 
Almost normal } 
diet of Wt? @ | & 1s 0 |5 8 
All patients : | | | 
Standard ulcer | | 
diet .. .| 33 4 oo 1 i 5 5 8 
Almost normal! | 
diet .. -) @ }] @ J eisel « 6 15 


* Data not recorded for 2 patients. 
t Data not recorded for 1 patient. 
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gastric milk drip and this has been shown to affect the 
amount of weight gained (Doll et al. 1956), the results 
in table m1 are shown separately for patients given milk 
drip and patients not given it. From this table it is seen 
that the average gain in weight was practically the same 
in the two treatment groups so long as milk drip was 
given, but that among patients not given drip those given 
the fuer diet gained almost twice as much weight as those 
given the ulcer dict (5 lb. 8 0z., compared with 2 |b. 14 02z.). 
The number of patients so treated was small but, despite 
this, the difference was large enough to be stutistically 
significant (t = 2-52, n=29, P =0-02). 

In contrast to the results obtained by these objective 
measures, the results obtained by assessment of the 
patient’s symptoms showed an advantage for the ulcer 
diet (table 1v). The number completely free of pain 
throughout treatment was more (17/32, compared with 
9/32) and the difference is statistically significant 
(y2=4-14, n=1, P=0-04). Since milk drip possibly 
alleviates pain (Doll et al. 1956), the data in table Iv are 
shown separately for those given milk drip and for those 
not given it. In both subgroups, patients on the standard 


TABLE IV—-INPATIENTS GIVEN STANDARD ULCER AND ALMOST 
NORMAL DIETS : SYMPTOMS DURING MONTH’S TREATMENT 





No. of patients : 

















| 
y With 
No. of 
Treatment | patients | p,j,.| With | daily 
| occasional | P® 
free ; one 
| pan week or 
| longer 
On milk drip: } 
Standard ulcer diet os 16 | 10 6 0 
Almost normal diet eo | 16 7 3 
Not on drip: { 
Standard ulcer diet <a. ee 6 3 
Alnost normal diet oe | 16 3 y 4 
All patients : | | 
Standard ulcer dict ca 32 17 12 3 
Almost normal diet oo 32 | 9 16 7 





ulcer diet complained of pain less than the patients on the 
**alinost normal ”’ diet. 


Outpatients with Gastric or Duodenal Ulcers 

Under the conditions of outpatient treatment it is not 
possible to be sure that patients adhere to the recom- 
mended diets ; and it may certainly be doubted whether 
more than a small proportion adhere to them strictly 
over a long period. In these cirecuinstanees it is hardly 
possible to assess the real value of a diet for outpatients. 
On the other hand, the value of giving the advice to diet 
can readily be assessed; and this is of considerable 
practical importance, although it may have little interest 
from the point of view of pathogenesis. 

The present investigation was carried out with the 
codperation of 80 patients who had completed a course 
of inpatient or outpatient medical treatment for a 
radiographically proven gastric ulcer, and of 50 patients 
who had completed a course of outpatient treatment for 
radiographically proven duodenal ulcer. At the beginning 
of treatment all patients were pain-free, but in 48 of the 
patients with gastric ulcer and 39 of the patients with 
ducdenal ulcer the ulcer craters were still demonstrable 
radiographically. 

The patients were divided into two groups at random. 
Those in one group were advised to continue with the stan- 
dard ulcer dict on which they had completed their course of 
treatment (see appendix); those in the other group were 
advised to revert to a normal dict. Patients were admitted 
to the gastric-ulcer series until there were 40 or more in 
each group ; the last few in the larger group were omitted 
from the follow-up, so that each of the groups actually 
studied contained 40 patients. Both groups of patients 
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TABLE V-——-OUTPATIENTS ON STANDARD ULCER AND NORMAL 
DIETS : RESULTS ASSESSED RADIOGRAPHICALLY AFTER | YEAR 
No. of patients 
showing ulcer No. in No. 
Site radio- whom exam- 
~s of Diet graphically : treat- ined 
cer 
ment after 
failed a ye. 


Absent P rese nt 


.. 37 


Stomach Standard ulcer 15 13 
Normal .. 22 12 3 37 
Duodenum Standard ulcer il 10 0 21 
Normal 10 i4 2 26 
Stomach or Standard ulcer 26 23 +] 58 
duodenum (45%) , (40%) (16%) ( o %) 
Normal .. 32 26 5 63 
(51%)) (41%) (8%) (100%) 


with gastric ulcer contained an equal proportion in 
which the ulcer was still demonstrable (24/40): in the 
duodenal-ulcer series the crater was still demonstrable in 
22 out of the 27 who were recommended to adhere to 
the convalescent diet (81°%) and 17 out of the 23 who 
were recommended to revert to a normal diet (74%). 

In addition to dietetic advice, all patients were given 
supplies of an alkaline powder (equal parts of magnesium 
and calcium tribasic phosphate) to take in 1-drachm 
doses as necessary to relieve pain; if they had been 
employed previously, they were advised to continue at 
work. Patients were seen at hospital every 3 months, or 
more often if required by their clinical condition, and 
the symptoms since their last attendance were recorded. 
At the end of one year a further barium-meal examination 
was carried out and the investigation was concluded. 


Results 

The investigation was completed as planned for 121 
out of the 130 patients, save that a few did not attend 
regularly and a few of the final barium-meal examinations 
were delayed for several months. It may be presumed 
that such patients were more likely to attend when 
symptoms were present, and the final proportion of 
positive barium-meal examinations may, therefore, be 
somewhat inflated. Of the 9 patients for whom the 
planned investigation was not completed, 4 failed to 
attend for the final examination (2 with duodenal ulcers 
on the ulcer diet, 1 with a duodenal ulcer on normal diet, 
and 1 with a gastric ulcer on the ulcer diet), 3 attended 
for the final clinical examination but not for the radio- 
graphic examination (all with gastric ulcers and on 
normal diet), 1 died of bronchial carcinoma (a man with 
a gastric ulcer on the ulcer diet) and 1 proved to have a 
malignant and not a benign gastric ulcer (recommended 
to take the ulcer diet). 

Treatment was considered to have failed in 14 patients 
who required to be admitted to hospital for pain or 


TABLE VI-——-OUTPATIENTS ON STANDARD ULCER AND NORMAL 
RESULTS ASSESSED SYMPTOMATICALLY OVER 1 YEAR 





DIETS : 
No. of patients 
recording : 
x § a No.in| No. 
Be. | & Sag whom! exam- 
Site of Diet ge |".8)| SB |treat-| ined 
ulcer as | 222/| se | ment after 
Ew ESo ee failed 1 yr. 
me =f) .B 
oo gee 2s 
a . ™ Se 
Stomac h Standard ulce er 10 8 10 9 37 
Normal 11 12 14 3 40 
Duodenum | Standard ulcer 3 5 13 0 21 
Normal : 3 12 9 2 26 
Stomach or | Standard ulcer 13 13 9 5 
duodenum (22%)) (22%) 0 %) (16% %) ues %) 
Normal ee 14 2 
(21%) (36%) (38%) (8%) (100%) 
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enesaniiions. 8 wallentes on the ulcer diet were admitted 
because of the severity of their pain (all with gastric 
ulcers), and 1 (also with a gastric ulcer) was admitted for 
hemorrhage ; 3 patients on normal diet were admitted 
because of the severity of their pain (all with gastric 
ulcers) and 2 (with duodenal ulcers) were admitted for 
hemorrhage. 

The results are shown in tables v and vi. Treatment 
failed in rather more of the patients on the ulcer diet than 
on the normal diet (16%, compared with 8%); but 
correspondingly fewer of the patients who completed the 
course of treatment with the ulcer diet suffered from 
symptoms. The proportions of patients in whom the 
ulcer was found to be healed and the proportions who 
were pain-free throughout were closely similar in the two 
treatment groups (ulcer healed 45% and 51%, pain-free 
22% and 21%). Among the patients with gastric ulcer 
rather more of the ulcers healed on a normal diet than on 
the ulcer diet, but the converse was true among the 
patients with duodenal ulcer; both differences were 


small and may be due to chance. 


Discussion 


The present results clearly indicate that the rate of 
healing of a gastric ulcer is not materially affected by 


EXTENT OF HEALING OF GASTRIC ULCERS 
REPORTED IN VARIOUS STUDIES 


TABLE VII 


: AV 
Proportion 
of patients ——- 


with ulcer 3 


No. of eet to 
patients Treatment completely ‘Rot 
wy size of 
” ulcer) 
32 Almost normal die t’ ° te os 31 70°3 
32 Standard bland diet * (present 
investigation) oda am 16 65-1 
40 Standard bland diet (Doll et al. 
1956) o< ‘ ws + 23 50-7 
31 Standard bland diet (Doll and 
Pygott 1952)t .. “e a 16 62:8 
40 Standard bland diet wena milk nated 
(Doll et al. 1956) 25 69-7 


* Half the patients in each group also given milk drip. 
+ Excluding 1 patient with an ulcer niche initially less than 10 sq. 
mm. in profile. 


limiting the diet to ‘‘ bland’’ foods. Ulcers did not 
heal any more readily among outpatients advised to 
adhere to a “ bland ’’ diet, nor among inpatients whose 
diets were strictly supervised. In fact, the proportion of 
ulcers which healed during a month’s inpatient treatment 
and the average amount healed were somewhat greater 
in those treated with the almost normal diet than in the 
corresponding patients treated with the ‘‘ bland” diet, 
and were also greater than in other groups of inpatients 
treated with “ bland’’ diets in other comparable series 
reported previously from the same department (table v1). 

No difference was observed in the symptoms recorded 
by outpatients recommended to take a ‘‘ bland”’ diet 
and those advised to revert to a normal diet, but a differ- 
ence was observed among inpatients. Patients given the 
standard ulcer diet complained of pain with about the 
same frequency as similarly treated patients in previous 
investigations, but patients given the ‘‘ almost normal ”’ 
diet complained of it more often (table vii). 

The symptoms complained of by inpatients were 
mostly slight, and an impression was obtained that they 
occurred particularly after certain items of food (for 
example, sardines, kippers, and apples). As confidence 
in the new diet increased, discomfort tended to disappear, 
and possibly the increased incidence of minor symptoms 
among inpatients on the ‘‘ almost normal’’ diet was 
psychological in origin. 

A2 
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VIII—RELIEF OF SYMPTOMS DURING INPATIENT TREAT- 
ULCER REPORTED IN VARIOUS STUDIES 


TABLE 
MENT FOR GASTRIC 


| Proportion! Proportion 





with | with daily 
No. of - Proportion! ,ocasional | pain for 1 
patients Treatment ari’ | pain or wh, of 
. dyspepsia | longer 
(%) | %) 
16 Almost normal die t® 19 | 56 25 
16 Standard bland diet 
(present a | 
tion)* | 44 38 19 
40 Standard bland diet 
(Doll et al. 1956)* 38 40 23 
$1 Standard bland diet 
(Doll and Pygott | 
| 1952)t .. a 42 29 29 
* Excluding patients tre ated with ‘milk drip. 
t Excluding 1 patient with an ulcer niche initially less than 


10 sq. mm. in ceudite. 


One other controlled trial of dietetic treatment has 
been reported. 

Lawrence (1952) treated 140 inpatients with gastric, duo- 
denal, or jejunal ulcers by a modified Lenharz régime or by a 
“* full convalescent ’’ diet including “ fried foods, cheese and 
pork pies”*’ and without sieving or special preparation of 
vegetables or fruit. Alternate patients received one régime ; 
the remainder the other. All patients were given the same 
drugs and (with certain exceptions equally distributed in the 
two treatment groups) were kept in bed until the ulcer was 
radiographically healed. Healing of the ulcer was obtained in 
93% of patients on both treatments, in average times of 58 
days for those on the full diet and 64 days for those on the 
Lenharz diet. Pain was abolished in 94%, of patients on both 
treatments, in average times of 25 and 26 days respectively. 
Lawrence noted that some patients on the full diet “‘ were at 
first, dubious of a régime so much at variance with their earlier 
instructions but their anxiety was allayed when it was 
explained to them that such food was required to inactivate 
their over-potent gastric juice.” 

These results should not be interpreted as signifying 
that the pathogenesis of peptic ulcer is entirely unrelated 
to diet. But specifically harmful or curative factors—if 
they exist—do not appear to have yet been adequately 
identified. So far as the healing of ulcers is concerned, it 
may be concluded that there is no advantage to be gained 
from limiting the diet to ‘‘ bland ’’ foods—that is, not in 
the way that diet is commonly limited in hospital. Even 
fried foods, which were excluded from both types of diet 
given to inpatients in the present investigation, were not 
harmful in Lawrence’s study, and no harm could be 
demonstrated from allowing their use to outpatients in 
the present study. 

In both investigations inpatients on the standard ulcer 
diets had 2-hourly feeds, and patients on the more normal 
diets had snacks on waking, at mid-morning, and at 
bedtime. While, therefore, patients on the more normal 
diets had two less feeds a day than the patients on the 
ulcer diets, they did not have as long intervals between 
food as many people have. It may be concluded that 
strict 2-hourly feeds have no greater beneficial effect on 
the rate of healing of gastric ulcers than feeds at the longer 
intervals adopted for the contro] diets, but no evidence 
has been obtained about the value of snacks between 
meals. 

Whether ‘‘ bland ’’ foods and 2-hourly feeds were of 
value for the relief of pain is uncertain. The small 
difference observed in part of the present investigation 
might have disappeared if a stronger attempt had been 
made to convince the patients that the unaccustomed 
diet was harmless. 

Summary 

The value of the dietetic treatment of peptic ulcer by 

means of ‘‘ bland ’’ foods has been assessed on: (1) 64 


inpatients with gastric ulcers, and on (2) 80 outpatients 
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with gastric ulcers and 50 outpatients with duodenal 
ulcers. 

The inpatients were divided into two equal groups ; 
patients in one group were given the standard hospital 
ulcer diet, while in the other they were given an almost 
normal diet. The diets were strictly supervised through- 
out. 

The results showed a slight but statistically insignifi- 
sant advantage to the patients on the ‘‘ almost normal ”’ 
diet with regard to the proportion in whom tbe ulcers 
became completely healed (10/32, compared with 5/32) 
and the average amount healed for the whole group 
(70-3%, compared with 65-1%), and (if patients on milk 
drip are omitted) a significant advantage in the average 
amount of weight gained (5 Ib. 8 oz., compared with 
2 Ib. 14 oz.) ; on the other hand, they showed an appre- 
ciable advantage to the patients on the standard ulcer 
diet with regard to the proportion who reported them- 
selves completely free of pain throughout treatment 
(17/32, compared with 9/32). 

The outpatients were either advised to continue for 
a year on the standard ulcer diet with which they had 
previously been treated, or were advised to revert to a 
wholly normal diet. At the end of a year the proportion 
who had remained free of pain and in whom the ulcer 
was radiographically healed was practically the same 
in the two groups (pain-free 22% and 21%, ulcer healed 
45% and 51%). 

Dieting with ‘‘ bland ’’ foods does not increase the rate 
of healing of peptic ulcers. 

We are grateful to Dr. F. Avery Jones and Dr. T. D. Kellock 
for referring patients to us for treatment, and to the dietitians 
and other members of the staff of the gastro-enterological and 
radiological departments of the hospital for their assistance in 
the care and investigation of the patients. 
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Appendix 
Inpatients on the standard ulcer régime were given the 
basic diet for the first 2 weeks of treatment and the convales- 
cent diet for the subsequent two weeks. 
Basic diet : Two-hourly feeds from 6 A.m. 


6 A.M. 


to 10 P.M. 


(if awake): teacupful of warm milk. 

8 a.M.: one helping of fine oatmeal porridge made with milk ; 
cornflakes and milk; egg, lightly boiled, poached, scrambled, or as 
omelette. Bread-and-butter with jelly marmalade, honey, or syrup. 
Teacupful milk flavoured with weak tea. 

10 A.M.: teacupful milk flavoured with ‘ Ovaltine,’ ‘ Horlicks, 

r ‘ Milo.’ Plain biscuits or rusks. 

Noon: one helping of egg or cheese dish ; fresh fish, tripe, brains, 
or chicken. Mashed potatoes, sieved vegetable. 

2 P.M. one helping of milk pudding, ice-cream, light sponge- 
pudding, ‘or jelly. 

4 p.m.: teacupful milk flavoured with weak tea. Bread-and- 
butter with jelly, jam, honey, or syrup. Sponge-cake or plain biscuits. 

6 P.M.: one helping of vegetable soup (made with milk), egg or 
cheese dish, fresh fish, tripe, brains, or chicken. Bread and butter. 

» 8 P.M.: as at 2 P.M. 

10 P.M.: as at 10 A.M. 


Convalescent diet ; Two-hourly feeds from 6 a.m. to 10 P.M. 


6 A.M., 10 a.M., and 10 p.m.: feeds as in basic diet. 

8 A.M.: one he iping of fine contaeal porridge and milk ; cornflakes 
and milk ; ; egg, boiled, poached, scrambled, or as omelette ; grilled 
bacon ; soft roes or fishcake. Bread -and-butter with jelly marmalade, 
honey, or syrup. Weak, freshly made tea with teacupful of milk. 

Noon: one helping of egg or cheese dish ; fresh fish, tripe, brains 
chicken, rabbit, ham, lamb, or mutton (minced if tough). ‘Mashed 
potato. Sieved vegetable. 

2 P.M. one helping of milk pudding, ice-cream, light sponge- 
pudding, ‘or sieved fruit. 

P.M.: weak, freshly made tea with teacupful milk. Bread-and- 
me with jelly, jam, honey, or syrup. Sponge-cake or plain 
biscuits. 
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6 P.M.: first course as at midday. 

8 P.M.: as at 2 P.M. 

Inpatients on the almost normal diet were given the same 
diet throughout. 

Almost normal diet 

6 a.m. (if awake): tea with milk and sugar as desired. 

8 a.M.: one helping of egg, boiled, poached, or scrambled ; grilled 
bacon or fish. Bread-and-butter with marmalade. Tea with milk 
and sugar as desired. 

10 a.M.: milk drink, flavoured as desired, or ‘ Bovril.’ Biscuits. 

Noon: One helping of any fish, offal, chicken, or any meat. 
Potato, mashed or boiled. Green or root vegetables or salad. Mi 
or sponge pudding, ice-cream, jelly, or fruit. 

3.30 P.M.: bread-and-butter with any jam, honey, or lemon curd. 
Cake or biscuits. Tea with nmrilk and sugar as desired. 

6 P.M.: one helping of cheese or egg dish, fish, or any meat. Green 
or root vegetables or salad (or helping of soup ; cheese and biscuits). 
Bread and butter. Sweet as at noon. 

9 P.M.: as at 10 A.M. 

Fried foods were excluded from all three diets. 

Outpatients advised to adhere to a gastric diet were given 
the convalescent schedule described above, save that the 
2 p.m. and 8 p.m. feeds were combined with the midday and 
evening meals and the 4 p.m. and 10 p.m. feeds were brought 


forward 4/,—1 hour. 


THE INEFFECTIVENESS OF SPLINTING IN 
THE TREATMENT OF 


ABDUCTOR PARALYSIS AT THE SHOULDER 


W. J. W. SHARRARD 
M.D. Sheff., F.R.C.S. 

CONSULTANT ASSISTANT ORTHOPADIC SURGEON, UNITED 
SHEFFIELD HOSPITALS; LATE CLINICAL RESEARCH ASSISTANT, 
INSTITUTE OF ORTHOPADICS, AND SENIOR REGISTRAR, ROYAL 

NATIONAL ORTHOPZDIC HOSPITAL, LONDON 


J. KNOWELDEN 
M.D. Lond., D.P.H. 
LECTURER IN MEDICAL STATISTICS, 
LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE 


For many years the application of an abduction splint 
has been a part of the accepted treatment of abductor 
paralysis at the shoulder (Jones and Lovett 1929). 

The principle aims of splinting are as follows : 

(1) To relax the deltoid muscle and thereby to encourage 
its recovery. 

(2) To prevent the development of laxity in the capsule 
and ligaments of the shoulder-joint. 

(3) To prevent adduction contracture. 

(4) To prevent scoliosis. 

(5) To prevent or treat cedema of the upper limb. 

(6) To assist the patient in the performance of certain 
actions, such as feeding himself. 

We assess here the value of splinting, in relation to 
these aims, in the treatment of abductor paralysis 
caused at the shoulder by poliomyelitis. 


Material and Method 

This study is based on all the adequately documented 
records of patients with poliomyelitis seen between 1946 
and 1953 by one of two observers, Mr. D. M. Brooks and 
one of us (W. J. W.S8.). The records contained complete 
muscle charts, and paresis or paralysis of one deltoid 
muscle or of both was detected by clinical examination 
six weeks after the onset of paralysis. This group 
comprised 129 patients with both deltoids affected, and 
101 with one deltoid affected, making 230 patients and 
359 affected muscles. The two observers used the same 
technique of assessment of muscle power throughout. 
Records were made of the following items : 

(1) The power of the deltoid muscle and of other muscles 
of the shoulder and upper arm six weeks after the onset of the 
paralysis and on a second occasion at least eighteen months 
later. The Medical Research Council (1942) scale of muscle 
grading was used. We were particularly careful, in our assess- 
ment of the deltoid muscle, to observe that the movement 
produced was true scapulo-humeral movement and that the 
deltoid muscle was producing it. Up to 60° of abduction can 
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Fig. |—Standard abduction splint. 





be produced by scapular rotation alone, and true abduction 
at the scapulo-humeral joint can occasionally be produced 
by the supraspinatus muscle in the presence of complete 
paralysis of the deltoid muscle. 

(2) The passive mobility of the shoulder-joint, recorded as 
(a) normal; (6) laxity, in which the humeral head could be 
moved passively in the sagittal plane ; (c) laxity-subluxation, 
in which the humeral head could be moved passively in the 
vertical and sagittal planes; (d) mild contracture, in which 
total passive abduction of the upper arm was not full but 
was more than 90° ; or (e) severe contracture, in which passive 
abduction was limited to less than 90°. 

(3) The duration of continuous or almost continuous 
respirator treatment and the existence Of respiratory 
embarrassment that contra-indicated the use of an abduction 
splint. 

(4) The presence of cedema in the upper limb. 

(5) The presence of scoliosis. 

(6) The duration of splinting in abduction. 


Treatment Groups 

During the acute stage of poliomyelitis it was the usual 
practice, in the infectious-diseases hospitals in which 
most of the patients were treated, to support an upper 
arm affected by poliomyelitis in abduction by suitably 
placed pillows or sandbags, except where treatment in a 
respirator prevented this. When a patient was admitted 
to the Royal National Orthopedic Hospital, one of the 
following régimes of treatment was prescribed : 


Group A, the deltoid muscle had been severely affected 
(M.R.C. grade 0, 1, or 2) : 98 cases. Splinting in abduction 
was continued either by an abduction splint (fig. 1) 
when the patient was ambulant or sitting, or by pillows 
when he was recumbent. Adduction of the upper arm 
was allowed only during periods of active physiotherapy. 
Splinting was continued for at least four months and in 
many instances for up to thtee years, the average time 
being twenty months. This method was used in two- 
thirds of the patients admitted before 1950 but 
progressively less after this time. 


Group B, the delioid muscle had been severely affected 
(M.R.C. grade 0, 1, or 2): 118 cases. No splinting 
in abduction was attempted. A simple sling was used for 
comfort or convenience. This group became relatively 
larger when a number of surgeons at the Royal National 
Orthopedic Hospital began to suspect that splinting in 
abduction was not essential for recovery of the deltoid 
muscle. The admission of a patient to a bed in the charge 
of a surgeon who did or did not advocate splinting 
depended only on the chance vacancy at the time of 
request for admission. When splinting was considered 
at all it was more likely to be prescribed where the initial 
deltoid grade was 0 rather than 1 and 2, and when 
the involvement was unijateral rather than bilateral. 





10 THE LANCET] 


TABLE I-—-RECOVERY OF DELTOID MUSCLES IN GROUPS A 
(SPLINTED) AND B (UNSPLINTED) 
- ss Proportion 
Finalfgrade showing 
Initial recovery 
grade Total of 1 or 
) . » more 
l . 3 4 , grades (%) 
Group A 0 71 6 5 2 S4 15 
(splipted) 1 5 5 10 100 
2 1 3 4 100 
Group B 0 34 19) 10 2 l 1 40 
(unsplinted) 1 2 19 52 100 
2 - 5 22 6 100 





Group OC, the deltoid muscle had been severely affected 
(M.R.C. grade 0, 1, or 2) : 17 cases. Splinting in abduction 
was begun as in group A but, for various reasons, was 
discontinued before the fourth month. These cases could 
not be considered as having been treated in either group A 
or B and were therefore analysed separately. 

Group D, the deltoid muscle had been severely affected 
(M.R.C. grade 0, 1, or 2) and the patient had suffered 
respiratory weakness for which a mechanical respirator 
had been used ; 40 cases. These patients could not wear 
an abduction splint ; since there was not a free choice 
to splint in these cases, they were analysed separately. 

Group EB, the deltoid muscle had been moderately or 
mildly affected (M.R.C. grade 3 or 4): 86 cases. No 
splinting in abduction was ever used after the sixth week 
in these cases. 

All the patients, whether splinted or not, were given 
similar treatment by passive movements to the shoulder- 
joint and by active exercises for the deltoid and other 


TABLE II RECOVERY OF 


GROUPS A AND 


PARALYSED DELTOID MUSCLES IN 
B IN RELATION TO AGE 


, : Proportion 
Final grade showing 
‘ a recovery 
Age (yr.) Total of 1 or 
»|l - more 
O/1/2)3)4)5 grades ( %) 
Group A 0-4 41,' 2/11/23 j\- - 46 11 
(splinted) 5-14 23; 4/3 '- - -| 30 23 
l5ormore 7 li- - 8 13 
Group B 0-4 iz3;2;3;1\;—)/ 1 19 37 
(unsplinted) 5-14 8/2 4/|- —- 14 43 
15o0rmore 14 5 3 1 1 24 42 


muscles of the upper limb 
beyond, the point of fatigue. 


-_ 


if working) up to, but not 


Recovery of Deltoid Muscle 

The final grades reached by deltoid muscles in groups A 
and B are shown in table 1. There was little difference 
between the recovery in splinted and unsplinted cases 
when the deltoid muscle was acting at grade 1 or 2 at 
six weeks. When the deltoid muscle was paralysed 
(grade 0) at six weeks, recovery was considerably better 
in the unsplinted than in the splinted cases. Of the 
unsplinted muscles 40% (23 out of 57) showed some 
recovery compared with only 15% of the splinted muscles 
(13 out of 84). To test the validity of this conclusion 
analyses were made in relation to four other factors 
which might have influenced the recovery of the deltoid 
muscle : 

(1) Age.—Muscle recovery in poliomyelitis is known to be 
more rapid and slightly greater in infants and children than 
in adu'*: (Sharrard 1955). In the age-distribution of groups A 
and B (table 11) there is a predominance of children under the 
age of 15 in the splinted group (A) and of adolescents and 
adults in the unsplinted group (B). This might be expected 


to affect adversely the recovery in group B, but an analysis 
of the recovery of paralysed deltoid muscles in relation to 
age shows that in each of the three age-groups 0-4, 5-14, 
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and 15 or more, muscles in the unsplinted group recover more 
frequently than those in the splinted group. There were too 
few cases in groups A and B with initia] deltoid power of 
grade 1 or 2 to make a similar analysis by age. 

(2) Calendar Differences.—An analysis was made of the 
recovery of paralysed deltoid muscles in groups A and B 
in relation to the year of onset of the paralysis. This analysis 
was necessary because the decision by some surgeons to 
abandon splinting was made before 1949 and by others in 1949 
or later. In the early part of the period under review most 
of the cases were splinted, whereas later more of them were not 
splinted. It seemed important to show that any differences 
in the recovery of patients in the two groups were independent 
of differences from one year to another in the type of patient 
or in the general severity of the poliomyelitis. Tie results 
(table 111) show that in each of the periods before 1949 and 
1949-52 group B had the advantage over group A. The only 
exception to this pattern in individual years was in 1948, 
where the numbers of patients in each group were small and 
the advantage of group A over group B was insignificant. 


TABLE II! RECOVERY OF PARALYSED DELTOID MUSCLES IN 
GROUPS A AND BIN RELATION TO YEAR OF ONSET OF PARALYSIS 


- eee’ Proportion 
Final grade showing 
Years of 1" recovery 
onset Total of 1 or 
‘ , r more 
O;r,2, 3/475 grades (%) 
Group A Pre-1949 34 1 4 -—j|—, 39 13 
(splinted) 1949-52 37,5/1 | 2 - 45 18 
Group B Pre-1949 10 3 2-|\— - 15 33 
(unsplinted) 1949-52 24,.6'8;:2 11 1 42 43 


The recovery of paretic deltoid muscles (grade 1 or 2) generally 
showed a slight advantage in favour of group B, but there 
were too few muscles to allow a satisfactory comparison to 
be made in individual years. 

(3) Distribution of Affection in Limbs.—H. D. Darcus 
(personal communication) has found that, in healthy people, 
specific exercise training given to one upper limb produces 
a training effect in the opposite upper limb. The recovery of 
unilateral and bilateral cases in groups A and B was analysed 
to exclude the effect of different treatments applied to the 
opposite shoulder. The results (table rv) indicate that, what- 
ever treatment was being given to the opposite limb, the 
advantage was still with the unsplinted group (B). 

(4) Severity of Paralysis —Among muscles that are still 
paralysed six weeks after the onset of poliomyelitis there are 
some, probably over 60% in all, that have been completely 
and irrevocably denervated by loss of all the anterior-horn 
cells that supply them. These muscles cannot recover. A 
useful indication of the severity of the lesion affecting the 
motor nucleus of a given muscle, and hence its potentialities 
for recovery, can be obtained from an examination of the 
power of muscles supplied by the same spinal segments 
(Sharrard 1954). 


A recovery index was calculated for each deltoid 
muscle. It consisted of the sum of the grades of eight 
muscles that take some supply from the 5th and 6th 
cervical spinal nerve-roots : supraspinatus, infraspinatus, 
TABLE IV—-RECOVERY OF PARALYSED DELTOID MUSCLES IN 

GROUPS A AND B IN RELATION TO DISTRIBUTION OF AFFECTION 


IN ONE OR BOTH LIMBS 
- —_"s Proportion 
Final grade showing 
Distribution recovery 
of affection Total of 1 or 
more 


grades (%) 


Group A Unilateral - |}43'1'251—— 47 9 
(splinted) Bilateral in same 

treatment groups 13 3 1 ——— I17 24 

Bilateral in differ- 

ent treatment 

groups .. -- '15'2';2}/1—— 20 25 
Group B Unilateral | 4;52,:1——1 8 50 
(unsplinted) Bilateral in same 

treatment groups 27 5 72--— 41 34 

Bilateral in differ- 

ent treatment 

groups .. ee 3:\2;2—1— 8 63 
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TABLE V—-RECOVERY OF PARALYSED MUSCLES IN GROUPS A 
AND B IN RELATION TO RECOVERY INDICES 
- Ry Proportion 
Final grade showing 
tecovery , recovery 
index Total of 1 or 
: . more 
) 2 ‘ > 
nl ad od Madl Nell Se grades (%%) 
Group A 0-9 56 — = -——|— 56 0 
(splinted) 10-19 13. 4 3;2\— 22 41 
20-29 2,;2(\2 6 67 
Group B 0-9 28;3;2/1 34 18 
(unsplinted) 10-19 $1:3 14.9 l 1 16 69 
20-29 1 4 1 -i 1 7 86 
pectoralis major, teres major, subscapularis, biceps 


brachii, flexor carpi radialis, and pronator teres. Table v 
analyses the recovery of paralysed deltoid muscles in 
relation to these indices and shows that, at all levels of 
the index, recovery in the unsplinted group B was 
superior to that in the splinted group A. Similar analyses 
were made for deltoid muscles of initial grades 1 and 2, 
but with the small numbers available no consistent or 
signiiicant advantage was seen in either treatment. 

Combined analyses were also made of recovery in 
relation to age and recovery index, distribution of 
paralysis and recovery index, and year of onset and 
recovery index. The detailed results are not given here, 
since they only confirm the conclusions stated above. 

The final grades reached by deltoid muscles in groups C 
and D are shown in table v1. Group C behaves rather 


TABLE VI RECOVERY OF DELTOID MUSCLES IN GROUP C 
(SPLINTED LESS THAN 4 MONTHS) AND IN GROUP D 
(UNSPLINTED WITH RESPIRATORY EMBARRASSMENT) 


- . Proportion 
Final grade showing 
Initial recovery 
grade Total) “of 1 or 
> . P more 
0 1 - $j 4/5 grades (%) 
Group C 0 8 3 2 —| 13 38 
1 and 2 {i— 4 100 
Group D 0 18 5 5 2 30 10 
1 and 2 3 3 3 | 1 10 100* 


* The 3 cases with final grade 2 were initial grade 1 


more like group B than group A, though it is too small 
to show significant deviation from either. 

Recovery in group D appears to be as good as, or 
better than, in groups A or B, and detailed analysis 
showed this most clearly for paralysed deltoid muscles 
with low indices of recovery. As regards paralysed 
muscles with all degrees of recovery index, the pro- 
portion of group-D cases showing some improvement is 
40% (12 out of 30), the same as in group B (23 out of 
57). This group is interesting in showing that a position 
of adduction during the acute stage, though undesirable 
because of the liability of develop adductor contracture 
of the shoulder, does not seem to prejudice the ultimate 
recovery of the deltoid muscle. 

Conclusion.—From these results it appears that 
splinting in abduction does not aid recovery of the 
deltoid muscle and may, where the paralysis is severe, 
actually discourage it. 

These results have received independent confirmation 
in a study of muscle recovery (Sharrard 1955) in which 
individual muscles of the upper and lower limb, except 
the deltoid muscle and certain muscles in the shoulder 
region, showed identical curves of recovery. In these the 
recovery was slower than the average in other muscles 
up to the sixth month but was greater at the tenth 
month. Almost all the cases in that series were splinted ; 
the late spurt of recovery coincided with the time when 
many of the splints were discarded. 
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Laxity of Shoulder-joint 

Without exception increased passive mobility of the 
shoulder-joint was present only if the deltoid muscle 
had remained paralysed. Furthermore, the impression 
gained during the clinical examination of these cases 
was that laxity of the shoulder-joint was often associated 
with severe paralysis of other muscles that play a part 
in holding the head of the humerus in the glenoid cavity. 
A shoulder index was calculated for each case; _ it 
consisted of the sum of the grades of eight muscles that 
act im this way: deltoid, supraspinatus, infraspinatus, 
pectoralis major, teres major, subscapularis, biceps 
brachii, and long head of triceps. 

Any case in which the index was less than 10 was 
extremely likely to have a lax shoulder-joint, unless 
TABLE VII—PASSIVE MOBILITY OF SHOULDER-JOINT IN GROUPS A 

AND B IN RELATION TO SHOULDER INDICES 


Shoulder index 


Passive mobility 0-9 10-19 20 + 
A B A B A B 
Laxity-subluxation .. 31 10 3 
Laxity =a “* 9 6 5 = _ 
Normal ‘ 2 2 14 17 31 78 
Mild contracture 1 2 2 1 2 
Total .. ie 43 20 24 18 31 80 


an adduction contracture had been allowed to develop 
during the acute stage of the poliomyelitis. When the 
index was more than 14 laxity was uncommon, and when 
it was more than 24 laxity was never observed. 

To assess the effect of splinting in abduction, cases 
in groups A and B at the same level of shoulder index 
were compared (table vir). At the critical index levels 
between 10 and 19 laxity-subluxation and laxity were 
observed in 8 of the 24 splinted (group A) and in none 
of the 18 unsplinted (group B). Thus it may be that 
splinted cases suffer a double disadvantage: not only 
do they recover less completely and hence become more 
likely to develop laxity at the shoulder-joint, but also, 
even with such muscle power as is regained, they may be 
more liable than unsplinted cases to develop laxity. 
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0-4 5-9 10 -14 1S-19 20+ 
SHOULDER INDEX 
Fig. 2—Relationship between shoulder index and laxity of the shoulder - 
joint in groups A and B : biack, laxity subi ion ; hatched, laxity ; 
stippled, no laxity. 
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The relationship between shoulder index and laxity, 
and the relative incidence of this condition in muscles 
in groups A and B are illustrated in fig. 2. 

Conclusion.—Splinting in abduction does not reduce 
or prevent laxity of the shoulder in the presence of weak 
scapulo-humeral muscles, but in some cases it increases it. 
Lack of splinting does not increase laxity, which is 
primarily due to paralysis of muscles that help to main- 
tain the head of the humerus in relation to the glenoid 
cavity. 

Adduction Contracture at Shoulder-joint 

A mild adduction contracture was observed in 3 cases 
in group A (splinted), 5 cases in group B (unsplinted), 
and 1 case in group C (temporarily splinted)——-an incidence 
of 3%, 4%, and 6% respectively. In contrast to laxity, 
there was no evidence that contracture in these groups 
was related to the recovery index. In group D (unsplinted, 
respiratory embarrassment), however, 18 shoulder- 
joints showed a severe contracture and 14 a mild con- 
tracture, a combined incidence of 80% (table vim). 


TABLE VIII PASSIVE MOBILITY OF SHOULDER-JOINT IN GROUP D 
IN RELATION TO DURATION IN TANK RESPIRATOR 
Time in respirator 


Passive mobility 
8 weeks 


4 weeks 4—7 weeks 4) more Total 
Severe contracture... 0 4 14 18 
Mild contracture ; ' 10 0 14 
Normal at — 6 2 0 8 
Total 10 16 14 40 


Since all the patients in this group had spent some time 
in a tank respirator, it is reasonable to infer that the 
limitation of movement was due to the position of 
adduction of the shoulder and to the fact that it was 
impossible to give adequate passive movements to the 
joints during the acute stage of the poliomyelitis. 
Table vu shows that the degree of contracture was 
related to the duration of more or less continuous 
respirator treatment. Adduction contracture never 
increased or developed in a shoulder-joint in any case 
in which it was not present at the initial examination six 
weeks after the onset of the paralysis. No abnormality 
of passive movement of the shoulder was observed in 
group E (unsplinted, mildly affected). 

Conclusion.—Adduction contracture arises in 
in which the upper arm lies by the side and adequate 
passive movements cannot be maintained during the 
acute stag of the poliomyelitis; after the sixth week 
splinting in abduction is unnecessary to prevent a con- 
tracture froma developing in a mobile joint. 


cases 


Scoliosis 

In 39 patients the paralysis of one shoulder was severe 
(a recovery index of 9 or less) while the muscles of the 
opposite shoulder and in the remainder of the body showed 
no clinical paralysis. Such a distribution of paralysis 
has been said to cause a thoracic scoliosis because of the 
unequal muscle pull on the two sides of the body exerted 
by muscles passing between the trunk and the upper 
limbs. Not a single structural scoliosis was found even 
in cases examined six years after the onset of the paralysis, 
whether a splint had been worn or not. In 10 cases a 
mild postural curvature of not more than 15° was present ; 
in only 1 case was there a postural curvature of greater 
degree than this, and the curve was in the opposite 
direction to that which might have been anticipated 
from the site of the paralysis. It was almost certainly 
due to the wearing of an abduction splint and disappeared 
a few weeks after the splint was discarded. Eighteen other 
patients developed a »*ructural scoliosis ; in all of them 


the trunk muscles, especially the intercostal or lateral 
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abdominal muscles, had been asymmetrically affected. 
This confirms an observation first made by J. I. P. James 
(personal communication). 

Conclusion.—Neither shoulder-girdle paralysis nor 
splinting in abduction has any influence on the develop- 
ment or prevention of structural scoliosis in poliomyelitis. 


(dema 
No edema was found in any upper limb in this series 
after the sixth week. 
Splinting as an Aid to Function 


Whatever the eventual recovery of the deltoid muscle, 
the opinion of many ~atients who had worn a splint was 
that the limb was much more useful after the splint had 
been discarded. The splint was regarded by the majority 
as an evil necessary to obtain recovery. Exception 
must be made in one limited category: patients in 
whom bilateral abductor paralysis at the shoulder is 
combined with weakness of elbow flexion with the 
result that the forearm cannot be raised against gravity. 
In such a patient the upper limbs lie by the side, and he 
cannot make the best use of any muscles that have 
remained active in the forearm and hand, because he 
eannot bring either hand up to waist level. After a 
time he develops trick methods of placing the hand where 
he wishes it to lie, but, as a temporary expedient, an 
abduction splint angled at 45° rather than 90° will 
raise the elbow to a level from which weak elbow flexors 
can flex the joint. This use for an abduction splint is 
especially indicated in infants or young children in 
whom muscle re-education mainly depends on spon- 
taneous activity and play. 

We must emphasise that a splint for this purpose 
differs in principle and in design from that shown in 
fig. 1. Its function is to act as a platform rather than 
as a rigid splint. A “lively”’ splint of the Capener 
(1949) type to which the limb is not tied is the most 
appropriate ; it is not intended that it should be worn 
at all times but only as required. In older children or in 
adults with bilateral paralysis it is occasionally useful 
but it is rarely indicated in unilateral paralysis. Almost 
all patients, however young, eventually learn to facilitate 
activity in the paralysed limb by putting it into a useful 
position with the opposite hand. 

Discussion 

The deleterious effects of over-stretching of paralysed 
muscles was recognised by Lovett (1915). Many of the 
splints used in the treatment of the paralysis of polio- 
myelitis—e.g., cock-up splints in paralysis of the wrist- 
extensor muscles and apparatus for control of the 
paralysed foot—have been designed to prevent over- 
stretching of muscles as well as to prevent deformity 
and aid function. We do not deny this principle ; indeed 
on several occasions one of us has witnessed late return 
of power in paralysed muscles following correction of 
deformity or after transplantation of powerful antagonist 
muscles. 

That the converse is true—i.e., that relaxation of 
a muscle is necessary for its recovery—has never been 
demonstrated. The recovery of the triceps sure in 
poliomyelitis and in injuries to the sciatic nerve (Seddon 
1949) in spite of the application of toe-raising springs, 
the recovery of hamstring muscles, although the knee 
is splinted in extension, and numerous other examples 
suggest that relaxation is not essential for muscle 
recovery. 

Studies of the physiology of isolated muscle (Evans 
and Hill 1914, Doi 1921) show that an optimal initial 
tension is necessary for the development of maximal 
contraction in muscle. In the body reflex mechanisms 
operating through muscle spindles and other pro- 
prioceptors enhance this action. Provided that the 
principles of the prevention of deformity do not conflict 
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with it, a mid-position of a joint that leads to moderate 
tension in the muscles controlling it is likely to encourage 
recovery. 

At the shoulder-joint all parts of the deltoid muscle 
are under optimal tension when the upper arm lies in 
the habitual position by the side of the body ;_ the posi- 
tion of maximal stretch for the middle fibres of the 
muscle is with the upper arm fully adducted across the 
chest, and for the anterior and posterior fibres is with 
the upper arm abducted and extended or flexed respec- 
tively. The position of the upper arm by the side there- 
fore seems to be the ideal one for recovery of the deltoid 
muscle, and our results support this view. 

That the laxity of the shoulder-joint increases in 
proportion to the degree of paralysis in the scapulo- 
humeral musculature is only to be expected, since one 
of the main actions of these muscles is to retain the 
humeral head in apposition with the glenoid cavity. 
When the shoulder is abducted, the shape of the articular 
surface of the head of the humerus is such that all except 
the superior fibres of the capsule of the shoulder-joint 
are stretched ; this may account for the increased joint 
laxity which we found in the splinted cases. When the 
arm is by the side, only the superior fibres of the capsule 
are liable te be stretched by the weight of the limb ; 
when, in a severe paralysis, this is likely to happen, a 
simple sling is adequate to minimise it. 

Provided that full passive mobility of the shoulder is 
present six weeks after the onset of the paralysis and is 
maintained by a single daily manipulation after this 
time, no contracture will develop, even though the arm 
lies by the side. Before this time a position of abduction 
at the shoulder and the maintenance of as much mobility 
as is possible are essential. Since the patient is usually 
confined to bed during most of this critical period, it is 
sufficient to support the limb in abduction on a pillow, 
and an abduction splint is inappropriate. Only those 
patients who can become ambulant before a month require 
an abduction splint as a temporary measure to ensure 
that the adductor muscles of the shoulder do not shorten, 
and to guard against the development of edema in 
the hand. 

There is no need to discuss here the inconvenience of 
splinting in abduction ; the projecting encumbrance is 
a nuisance alike to the child and the adult and may be 
a positive danger to others in crowded places. The 
position of the forearm and hand in an abduction splint 
is only useful for one purpose, that of feeding; since 
most manual activities are carried on at the level of the 
waist, splinting in 90° of abduction considerably 
diminishes the range of usefulness of the forearm and 
hand. If, when the patient is confined to bed, he can 
feed himself better with the shoulder in abduction, an 
appropriate arrangement of vertical slings and springs 
produces the same effect as an abduction splint but allows 
much greater mobility without constraint to the chest. 

Conclusion.—Except in the acute stage of poliomyelitis 
and in certain special circumstances in the convalescent 
stage, splinting in abduction is unnecessary and should 
be discontinued in the routine treatment of abductor 
paralysis at the shoulder. 

Summary 

This study is based on 359 upper limbs in which some 
degree of abductor paralysis at the shoulder was present 
six weeks after the onset of acute poliomyelitis. Records 
were made of the power of the deltoid and other muscles 
of the shoulder and upper arm, of the passive mobility 
of the shoulder-joint, and of the function of the upper 
limb at this time and not less than eighteen months later. 
The final state of cases in which an abduction splint 
had been used was compared with that in cases in which 
no splint had been used after six weeks from the onset 
of the poliomyelitis. 
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The recovery of deltoid muscles paralysed (M.R.C. 
grade 0) at the initial assessment was found to be 
diminished by splinting in abduction. The recovery of 
paretic muscles (grades 1 and 2) appeared to be unaffected 
by splinting in abduction. 

The incidence of laxity of the shoulder-joint was shown 
to be related to the severity of the paralysis of the 
scapulo-humeral muscles; this laxity was increased 
by splinting in abduction. 

Adduction contracture, if not already present, did not 
develop after six weeks in unsplinted shoulders that 
were passively mobilised daily. In the acute stage of 
the poliomyelitis, on the other hand, immobilisation 
of the upper limb by the side, as happens when econ- 
tinuous respirator treatment is necessary, produced a 
more or less severe adduction contracture. 

Structural scoliosis was never found when the paralysis 
had affected the upper-limb musculature alone, even 
where this paralysis was severe and unilateral. Splinting 
in abduction to prevent scoliosis is therefore unnecessary. 

Occasionally a partially abducted position of the 
shoulder may allow better function of the remainder 
of the upper limb. If so, a modified splint may be useful 
in bilateral abductor paralysis in young children. 

The principles underlying the use of abduction splints 
are discussed ; it is concluded that, except in the acute 
stage of poliomyelitis and in special circumstances in the 
convalescent stage, splinting in abduction is unnecessary 
and sometimes harmful. 

We wish to thank the Medical Research Council for a 
personal grant to one of us (W. J. W. 8.) ; Mr.-D. M. Brooks, 
who examined many of the patients at the onset of their 
paralysis; Prof. Bradford.Hill and Mr. H. J. Seddon for 
their help and guidance ; and all the surgeons of the Royal 
National Orthopedic Hospital for permission to study these 
patients. 
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IN MALAYA 


Ir is extremely difficult to assess reliably the value of 
any form of treatment in leptospirosis, because the 
severity, course, and complications of this disease vary 
greatly, even among patients infected by identical 
leptospiral serotypes. There is still doubt about the 
value of antibiotics in leptospirosis, as is well shown by 
the conflicting opinions so far published. 

Before the advent of antibiotics, the most widely used form 
of therapy was immune serum. Inada et al. (1916) were the 
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first to try it in experimental infections in guineapigs, and 
later therapeutically in man. Serum was effective in pro- 
tecting guineapigs when given with an inoculation of Leptospira 
icterohemorrhagie. Walch-Sorgdrager (1939) reviewed the 
results of serum treatment in cases examined serologically at 
the Institute of Tropical Hygiene, Amsterdam. No definite 
evidence of its value was found, although there was a strong 
clinical impression that it was useful. 


Most of the antibiotics now available have been 
examined for their effect on leptospirosis both in experi- 
mentally infected animals and in man. At first sight the 
results of these experiments are encouraging. 


Previous Experience with Antibiotics 
PENICILLIN 


Experimental Observations 

Aiston and Broom (1944) and Chang (1946) found that 
penicillin inhibited the growth of JL. icterohemorrhagie 
cultured in Fletcher’s medium. 

Heilman and Herrell (1944) found that guineapigs arti 
ficially infected with L. icterohemorrhagia were protected by 
penicillin administered seventeen to twenty-four hours after 
inoculation. Alston and Broom (1944) agreed that penicillin 
administered eighteen hours after inoculation reduced the 
death-rate. Augustine et al. (1944) gave penicillin to guinea- 
pigs on the fourth day after inoculation, when jaundice was 
present, but observed no benefit. They next gave the anti- 
biotic thirty-eight hours after inoculation. There was no 
difference in the mortality-rate; but no animal became 
jaundiced, and life was prolonged. Chang (1946) repeated 
these experiments, but gave penicillin on the third, fourth, 
fifth, and sixth days after inoculation. Penicillin had a thera- 
peutic effect if administered before the onset of jaundice, 
but once jaundice had appeared penicillin was useless. 
This was similar to the findings of Larson and Griffiths 
(1945). 

Throughout most of these experiments, difficulties arose 
over the possible toxic effects of penicillin on guineapigs. It 
was noticed that some of the animals receiving penicillin died 
without evidence of leptospirosis or of any other disease. 
Dunn and Thompson (1953) therefore tried the effect of 
penicillin on experimental infection in hamsters, Treatment 
was started twenty-four hours after inoculation, and it 
protected the animals against death. But specimens of their 
livers and kidneys subinoculated into other hamsters produced 
leptospirosis, even when the inoculated animals were receiving 
sixteen times the amount of penicillin necessary to protect 
them against death. 

These experiments showed that penicillin must be 
given early if it is to be effective—-probably within 
twenty-four hours after inoculation. Even then, lepto- 
spire may be recovered from the liver during and after 
treatment (Chang 1946, Dunn and Thompson 1953). If 
these findings are applicable to man, treatment would 
have to anticipate the dissemination and multiplication 
of leptospire in the tissues, which normally takes place 
during the incubation period of four to twelve days. 
In practice, treatment is seldom started before the fourth 
day of the disease—and often later. 


Clinical Observations 

lt is difficult, especially with a small number of cases, 
to decide whether an antibiotic has influenced the natural 
course of leptospirosis. By the time the patient has been 
admitted to hospital, his illness diagnosed, and antibiotic 
treatment started, a natural improvement in his condition 
is usually starting. 

There have been many reports of the beneficial effects 
of penicillin in leptospirosis, based on a small number of 
treated cases (Bulmer 1945, Carragher 1945, Cross 1945, 
Baber and Stewart 1946, Niemi 1946, Moreau et al. 
1947, Patterson 1947, Mackay-Dick and Watts 1949, 
Danaraj 1950, Lawson 1951, Suchett-Kaye 1951). 

Hutchinson et al. (1946) reported a series of cases in Italy. 
The illness was severe, and all patients were jaundiced. 6 
patients received penicillin in doses of 15,000 units three- 
hourly, to a total of 600,000—660,000 units. Hutchinson et al. 


considered that penicillin had no significant effect on the 
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disease, but it is difficult to draw any definite conclusions 
from this small series because treatment was started after the 
onset of jaundice, and the penicillin dosage was low by 
present-day standards. 

Broom (1951) reviewed the results of penicillin therapy in 
206 patients treated in several hospitals throughout Britain. 
The mortality in this group did not differ significantly from 
that in 259 patients who were not given penicillin. 

Recently Doherty (1955) has recorded a larger series of 
cases treated with penicillin in dosages of 100,000—500,000 
units three-hourly. Doherty concludes that penicillin in 
large doses significantly reduced the duration of - fever. 
Unfortunately this series was highly selected. There were 
only 8 controls out of 111 cases, and the patients were treated 
at eight different hospitals, most of which used their own 
antibiotic régime. Doherty also says that the time of tempera- 
ture-taking and the use of antipyretics varied from one 
hospital to another. Finally, the observers were presumably 
aware of the type of treatment the patient was having. This 
is important because the practitioners in the area were 
strongly in favour of penicillin therapy. 


CHLORAMPHENICOL AND OTHER ANTIBIOTICS 


Experimental Observations 

Chloramphenicol has given less encouraging results. 

Schlipkéter and Beckers (1951) showed that all the species 
they tested had considerable resistance, especially L. autum- 
nalis. They anticipated that chloramphenicol would have no 
therapeutic action in man. Dunn and Thompson (1953) 
found that in hamsters chloramphenicol gave no protection 
against death. 


Aureomycin and oxytetracycline have been found to be 
effective in vitro (Heilman 1948, Ormsbee 1953, Schlip- 
kéter and Gram 1952) and in vivo provided they are given 
early (Schlipkéter and Beckers 1951). 


Clinical Observations 

Hall et al. (1951) reported on 79 cases from an epidemic 
of leptospirosis in Puerto Rico. 

Antibiotic trials were made in sequence, one type of treat- 
ment finishing before another was started. 12 patients who 
were not given antibiotics acted as controls; and the 
remainder received either penicillin, streptomycin, aureomycin 
(chlortetracycline), oxytetracycline, combined streptomycin and 
aureomycin, or cortisone and aureomycin. 


No significant effect on the course of fever, jaundice, 
renal involvement, neurological manifestations, and 
leptospiremia was observed. Because six different 
methods of treatment were employed, the number of 
patients in each group was small. 

Doherty (1955) drew no definite conclusion about the 
value of chloramphenicol from his series of cases. 

Several workers have reported that auwreomycin and 
oxytetracycline are beneficial (Batchelor and Todd 1950, 
CLASSIFICATION OF PATIENTS ACCORDING TO 
SEROTYPES 


TABLE I 


| Group © 


' 
rs | Group A | be no hy (chlor- 
patients (controls) | cillin) a 
SEROTYPES : 

.. australis A 1 1 ry 
L. australis B 3 2 1 
L. bankinany 2 : 2 
L.canicola .. 8 ? 3 2 
L. celledoni * .. 1 1 
L. grippotyphosa 3 % 
L. pm .. ea 1 1 : 
LL. pomona 1 1 
L. wolffii 1 l 

SEROGROUPS : 
Australis A 1 o% 1 
Autumnalis 3 3 

Hebdomadis — 17 t s 5 
lcterohremorrhagiw 5 1 1 3 
Javanica 2 1 1 
Pyrogenes 1 1 ‘i " 
Unidentified 33 20 6 7 

Total 83 31 21 31 


* A new serotype isolated in Australia by Smith et al. (1954). 
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TABLE II-—-AVERAGE DAY OF ILLNESS ON WHICH PATIENTS 
WERE ADMITTED AND TREATMENT WAS STARTED 


Tre i Admitted Treatment 
Treatment group (day) started (day) 
A (controls) .. a ee 4-0 4-0 
B (penicillin) 44 3-4 4:7 
© (chloramphenicol) on 4-0 5-0 


Brainerd et al. 1949, Liebowitz and Schwartz 1951, 
Lurrie 1949, Stagg and Liebovitz 1951, Whitehouse 1952). 
Nearly all these reports were based on a few cases, and 
are open to the same criticisms that apply to the reports 
on treatment with penicillin. 


Materials and Methods 

Leptospirosis is quite common among British troops 
engaged in jungle operations in Malaya. The mortality 
is very low; only 2 deaths were reported among 160 
confirmed cases notified in 1954. 1 of these 2 patients 
had malaria as well, and there was a certain amount of 
doubt about the diagnosis in the other (D. G. Levis, 
personal communication). The disease is not severe, 
and of the present series only 4% became jaundiced and 
5% had oliguria or anuria (oliguria is here defined as a 
urinary output of 10 oz. or less in twenty-four hours). 

In the present series the patients, all of whom were 
men, had been admitted to one of two military hospitals 
in Malaya. Their ages ranged between 18 and 35 years, 
the average being 2 71 patients were British, 9 were 
Gurkhas, 2 were Malays, and 1 was Chinese. The pre- 
dominance of Europeans is not due to selection but 
reflects the lower incidence of leptospirosis among Asian 
troops. 


TABLE IIll-—-AVERAGE TIME FROM ONSET TO FREEDOM FROM 
SYMPTOMS AND SIGNS 

nee 7 Symptom- 

ee a as — ‘ae. Apyrexial free and 

reatment grouy eC e (days) sign-free 

(days) (days) (days) 

A (controls) ; - 9-4 9-9 9-0 10-8 
B (penicillin) .. = R-2 9-5 7:6 9-7 
C (chloramphenicol) . 8-9 10-0 8-8 10-5 


Paired specimens of serum were sent to Dr. J. C. Broom, 
of the Wellcome Laboratories of Tropical Medicine, London, 
for agglutination tests. In some cases blood was cultured in 
Fletcher's medium, and a few of the strains obtained were 
sent to Dr. Broom for identification. 

It was possible to identify the serotype or serogroup in 
50 out of 83 cases, either by agglutination or by culture. In 
the remaining patients the agglutination tests were positive, 
but accurate identification of the serogroup_was obscured by 
heterologous rises in titre. 
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The patients were further subdivided into controls, 
and those receiving penicillin and chloramphenicol 
(table 1). 

The serotypes or serogroups among the controls were less 
easily identified. In the few patients in whom jaundice or 
oliguria developed, no correlation with any particular 
serogroup was obtained. 


Patients were placed in rotation in one of three groups. 
Patients in group A received no antibiotics and acted 
as controls. Patients in group B were given penicillin 
600,000 units six-hourly ; and those in group C chlor- 
amphenicol 0-5 g. six-hourly. Treatment was started as 
TABLE IV—RESULTS CLASSIFIED ACCORDING TO WHETHER 


TREATMENT WAS STARTED ON OR BEFORE, OR AFTER, FOURTH 
DAY OF ILLNESS 


Treatment started : 


On or before On or after 


fourth day fifth day 
Treatment group Av. time Av. time 
from start from start 
of treat- of treat- 
No, of ment till No. of ment till 


patients symptom- 
free and 
sign-free 


patients symptom- 
free and 
sign-free 


(days) (days) 
A (controls) 7 un 22 8-2 9 6-7 
B (penicillin) .. *% 10 6-9 il 50 
C (chloramphenicol) .. 14 7-0 17 6-1 


soon as the diagnosis was made. Antibiotics were given 
for at least five days, and often beyond that until the 
patient had been afebrile and free of symptoms and signs 
for twenty-four hours. The average duration of treatment 
in group B was six days, and in group C 6-2 days. 

Symptoms and signs were recorded daily on a standard 
chart by one of two observers who were unaware of the 
group to which the patient had been allotted. Sub- 
sequently, some cases were excluded because of an 
associated attack of malaria, or because the diagnosis 
was not confirmed. This resulted in uneven numbers of 
patients appearing in each group, the numbers being : 
group A (controls), 31; group B (penicillin), 21; and 
group © (chloramphenicol), 31 (total 83). 

Table 1 shows the average day of illness when the 
patients were admitted, and the day on which treatment 
was started. In the control group the day of admission 
was called the first day of treatment, which consisted in 
rest in bed, fluid replacement, and analgesics for pain. 
This régime was also employed in groups B and C, but 
the day when antibiotics were first given was termed 
the day that treatment was started. There was a time- 
lag of approximately twenty-four hours in the start of 
treatment in groups B and C. . 
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Results 
of symp- 
sign-free, 


Table 11 shows the average time from onset 
toms until the patients were symptom-free, 
and apyrexial. 


There was no significant difference between the 
duration of illness in the three groups. This is most 
convincingly shown in the last column of table im. 


Symptoms and signs developing during a relapse are 
considered separately. 

The patients in each group are classified in table Iv 
into those whose treatment was begun on or before the 
fourth day, and those whose treatment was begun on or 
after the fifth day. Table tv shows that early treatment 
with antibiotics did not shorten the average length of the 
illness ; in fact in all three groups the average number of 
days taken to become symptom-free and sign-free was 
greater when treatment was started early. This is con- 
firmed by the accompanying figure, in which the day 
on which the patient became tree of symptoms and signs 
after the start of treatment is plotted against the day on 
which treatment was started. The wide scatter is not 
influenced by the antibiotics. 

* After-peaks”’ of Pyrexia 

An “ after-peak ”’ of pyrexia is here arbitrarily defined 
as any rise of temperature to 100°F or over, forty-eight 
or more hours after the patient first became apyrexial. 
A few patients had transitory rises in temperature below 


100°F unassociated with symptoms and signs; but 
these were regarded as insignificant. 
TABLE V-——INCIDENCE OF JAUNDICE, OLIGURIA, AND ANURIA 


No. of patients 
with oliguria 
or anuria 


No. of patients 


, _ 
Treatment group with jaundice 


A (controls) 2 2 
B (penicillin) .. we ss Nil 1 
C (chloramphenicol) .. a 1 1 


pyrexia —_— in only 14% of all 
the patients. 6 were in group A (controls), 3 in group B 
(penicillin), and 3 in group © (chloramphenicol). The 
numbers are too small for any definite conclusions. 


After-peak ”’ 


Complications 

Jaundice, and oliguria or anuria.—Table v shows the 
incidence of these complications in each treatment group. 
There was no significant difference between the three 


TABLE VI—-BLOOD-UREA LEVELS 
| | No. of No. of 
Av. day of patients patients 
illness | with in whom 
Treatment group blood-urea | blood-urea | blood-urea 
first estimated rose after 


start of 
treatment 


every 
third day 


estimated 


A (controls) 4 3 12 4 
Bs (penicillin) , 3:7 10 2 
C (chloramphenic ol) 3:3 ll 4 


groups, but the numbers were too small for us to draw 
any definite conclusions from them. 

Uremia—lIn 33 patients admitted before the fifth day 
of their illness, the blood-urea level was estimated on 
admission and then every third day. In 10 of these 
cases the level rose by 15 mg. per 100 ml. or more during 
treatment—the higher blood-urea level always being 
above 40 mg. per 100 ml. The results are shown in 
table vi. The numbers are small, but there is no signifi- 
cant difference between the distribution among the three 


groups. 


Discussion 


In this series no benefit was obtained from the adminis- 
tration of penicillin or chloramphenicol, and we suggest 
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that these two antibiotics have no place in the treatment 
of leptospirosis in Malaya 

This series included many mild cases, and compli- 
cations were few. Because leptospirosis is common among 
troops in Malaya, the standard of diagnosis is high and 
few cases are missed, whereas in countries where the 
disease is rare it is mainly the more severe cases that are 
recognised. This may partly account for the different 
descriptions of the severity of leptospirosis throughout 
the world. In our series the serotypes were widely 
represented (table 1); this suggests that if penicillin and 
chloramphenicol are of no value in the treatment of 
leptospirosis in Malaya, it is unlikely that they will prove 
useful elsewhere. 

Summary 


A controlled trial of penicillin and chloramphenicol 
in the treatment of leptospirosis among British troops in 
Malaya is reported. 

Patients were placed in rotation in one of three groups. 
One group of patients received no antibiotics and acted 
as control. The second group received penicillin, and 
the third group received chloramphenicol. 

There were no significant differences between the three 
groups in the times taken to become symptom-free and 
sign-free and apyrexial, or in tke incidence of compli- 
cations. This was true even when treatment was started 
on or before the fourth day of the illness. 

Penicillin and chloramphenicol play no useful part in 
the treatment of uncomplicated leptospirosis in British 
troops in Malaya, and we suggest that these antibiotics 
are unlikely to be of value in the treatment of leptospirosis 
elsewhere. 

We thank Lieut.-General Sir Frederick Harris for per- 
mission to publish this paper; Colonel A. P. Trimble, con- 
sulting physician to the far eastern land forces, for his help 
throughout the trial; the sisters of the Q.4.R.A.N.c. for their 
coéperation in this work ; and Dr. J, C. Broom for his help 
and advice. 
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DUODENAL BIOPSY 


Marcot SHINER 
M.R.C.S. 


RESEARCH ASSISTANT, DEPARTMENT OF MEDICINE, 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 


Tre method of gastric biopsy by blind suction through 
a gastric biopsy tube (Wood et al. 1949) has been safely 
applied to many patients (Doig 1954, Palmer 1954, 
Joske et al. 1955) but has not hitherto been extended to 
biopsy of the duodenuni. 

It was thought that a modified tube might be passed 
beyond the pylorus to sample duodenal or even jejunal 
mucosa, and that this technique might be of diagnostic 
value in such conditions as steatorrhcea, Crohn’s disease, 
‘* duodenitis,” and dyspepsia without positive radio- 
graphic findings. 

The main modifications required were greater length 
and a shorter head embedded in a rounded metal shield. 





Fig. |I—Tube |: headpiece and tailpiece 





X-ray control was essential in guiding the course of the 
tube. 

The histological findings of 12 successful duodenal 
biopsies are reviewed here. 

Method and Patients Studied 

The duodenal biopsy tube (fig. 1) is a flexible tube, 
128 cm. long and 4-8 mm. in diameter coated with plastic 
material to make it smooth and airtight. Its headpiece 
is a small tube 3-9 mm. in external diameter, at whose 
centre is the circular biopsy aperture 3-1 mm. in diameter. 
In this small tube the knife-cylinder is accommodated 
which is screwed to the wire running along the whole 
length of the instrument and ending in a small holder at 
the tailpiece. The small tube of the headpiece is embedded 
in a solid weighty elliptical nickel ball 12-3 mm. in 
diameter to give smooth easy forward propulsion by 
gastric and duodenal peristalsis. The tailpiece contains 
the other end of the wire and the lateral exhaust-tube, 
to which a syringe or a pressure manometer can be 
attached to apply negative pressure. 


Fig. 2—Tube 2: headpiece and tailpi 
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Fig. 2 shows a 
second duodenal 
biopsy tube, 
which was used 
originally. It is as 
long as the first 
tube but only 2-7 
mm. in diameter. 
The headpiece is 
rather weightier 
and 14-2 mm. in 
diameter. The 
biopsy aperture 
measures 2-3 mm. 
in diameter and 
the small tube 
within the head- 
piece 3-1 mm. in 
diameter. Both 
tubes have been 
used with about 
equal success. 

Samples were obtained from 12 patients with gastro- 
intestinal symptoms. In 7 the diagnosis was in doubt 
even after full radiographic and other studies. In the 
remaining 5, who had gastric ulcer (2), duodenal ulcer (2), 
and hiatus hernia (1), the instrument was used primarily 
for gastric biopsy ; but, since there was no difficulty in 
passing the tube beyond the pylorus, duodenal biopsy 

yas done as well. The procedure was carefully explained 
to the patients and permission obtained from all. 

The fasting patient gargles with 2-3 ml. of 1% ametho- 
caine solution. The stomach need not be emptied before- 
hand, because gastric juice does not interfere with 
duodenal biopsy. 
With the patient 
lying relaxed on 
his left side with 
knees drawn up 
and head and 
trunk on the same 
level, the well- 
oiled tube is 
passed into the 
stomach. The 
tube is occasion- 
ally held up at the 
pharynx and the 
cardia, but this 
can easily be 
overcome by 
making the 
patient swallow 
and by exerting 
gentle pressure on 
the tube. When 
the stomach is 
reached, the head 
end of the tube is 
guided, under 
fluoroscopic con- 
trol, by the palpating hands of the operator on the patient’s 
abdomen. As soon as the required position in the duo- 
denum is attained (figs. 3 and 4) the biopsy is attempted. 
The wire is operated at the tailpiece to open the biopsy 
aperture, and a negative pressure of at least 25 inches 
Hg is applied. Then a sharp closing movement of the 
wire will secure the biopsy specimen within the knife- 
cylinder. If it is necessary to take samples from different 
levels, the position of the headpiece may be adjusted 
and the mancuvre repeated. Before the tube is with- 
drawn, its position is again checked fluoroscopically. 
After withdrawal the specimens are freed from the 
knife-cylinder and placed in 15% formol saline solution 





Fig. 3—Headpiece of duodenal biopsy tube 
in first or second part of duodenum. 





Fig. 4—Headpiece of duodenal biopsy tube 
in second or third part of barium-filled 
duodenum. 
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1, villi; 2, muscularis mucosa ; 
3, Brunner’s glands ; 4, crypts of Lieberkiihn ; 5, hemorrhage. (Ha2ma- 
toxylin and eosin. 19.) 


Fig. 5—Type-! biopsy specimen : 


or in formol calcium, and histological preparations are 
made. The patient is given a light meal and closely 
observed for twentv-four hours. No complications 
developed in the present 12 cases. 


Results 

Duodenal biopsy was attempted in 19 cases and was 
successful in 12 of them. Many of the earlier failures 
were due to inexperience and lack of practice. The 
failures were due to inability either (a) to reach the 
duodenum or (b) to obtain specimens. Inability to reach 
the duodenum was due to spasm at the pharynx, the 
cardia, or the pylorus. Spasm at the first two sites was 
usually overcome when the patient relaxed, but spasm 
at the pylorus did not seem to be under voluntary contro) 
and caused failure in 2 patients. Inability to obtain 
specimens when the duodenum was reached was 
responsible for 5 more failures and was probably due to 
earlier technical difficulties in the construction of the 
tubes. 

The size of the specimens was difficult to measure. 
Usually several specimens were clumped together, and 
attempts to separate them before fixation may have 
broken them up. The number of specimens obtained 
varied from 1 to 5. In size they compared well with 
those obtained by gastric biopsy. The naked-eye 
appearances were those of small fleshy pinkish pieces of 
tissue held together by mucus. The depth of the speci- 
mens varied according to their site, being deepest in the 
first part of the duodenum and becoming progressively 
less deep distally. Of the 12 specimens 2 were not deep 
enough to warrant detailed histological description. 





I] 


Fig. 6—Type-2 biopsy specimen: 1, villi; 2, muscularis mucosz ; 


3, Brunner's glands in submucosa ; 4, crypts of Lieberkiihn ; 5, hamor- 
rhage. (Haematoxylin and eosin. 23.) 
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Histology 

No correlation of the histological appearances of the 
duodenum with the clinical diagnosis has yet been 
attempted ; nor does the number of biopsy specimens 
studied permit histopathological classification or com- 
parison. The over-all histological appearances assumed 
three different patterns varying with the levels of 
duodenum from which the specimens were taken. Some 
of the specimens showed typical Brunner’s glands, 
whereas others showed the type of mucosa usually 
associated with the small intestine. 

Type 1.—Of the 12 specimens 2 showed this histo- 
logical pattern. The site from which they were taken is 
shown in fig. 3. The specimen shown in fig. 5 comprises 
the full depth of mucosa and submucosa. The villi are 
well marked though somewhat shorter and broader than 
those of type 2 (see below). Their surface epithelium 
contains columnar cells with goblet cells interspersed 
between them. The stroma of the villi and lamina 
propria of the mucosal layer contains a moderate amount 
of lymphocytes, plasma-cells, a few eosinophils, and an 
occasional polymorph. The erypts of Lieberkiihn and 
their glands lie in the mucosal layer and aie continuous 
superficially with the surface epithelium and deeply with 
Brunner’s glands. They are composed of low columnar 
cells, Paneth cells, and argentaftin cells. A thin layer of 
smooth-muscle fibres, the muscularis mucosw#, separates 
the mucosa from the submucosa. It is occasionally 
penetrated by a group of Brunner’s glands, though most 
of these glands are found in the submucosa, which is 
rather deep, containing numerous groups of Brunner’s 
glands, characterised by their low columnar cells with 
clear cytoplasm and flat basal nuclei. These groups of 
glands are separated by strands of fibrous tissue. 

Type 2.—-This type was seen in 3 specimens and 
differs from type | in possessing longer and narrower 
villi, denser cellular infiltration, and a rather thick layer 
of muscularis mucose. In the specimen shown in fig. 6 
only a small group of Brunner’s glands is evident at the 
centre, lying in the submucosa. The type of cellular 
infiltration is similar to that described in type I. 

Type 3.—This type was seen in 5 specimens. Fig. 4 
shows the site from which the specimen shown in fig. 7 
was taken, probably the third part of the duodenum. 
Again, as in type 2, the villi are high and branching, and 
the muscularis mucose is rather thick and well developed. 
Brunner’s glands are not seen either above or below the 
muscularis mucose. I have recently obtained several 
jejunal biopsy specimens from a patient who had 
previously undergone a Polya gastrectomy. The histo- 
logical appearances of these jejunal specimens resembled 
in every respect those seen in type 3. Possibly the lower 
part of the duodenum has the same histological pattern 
as the small intestine. 


Fig. 7—Type-3 biopsy specimen: 1, villus ; 2, muscularis mucosz ; 
3, crypts of Lieberkiihn ; 4, sub osa. (H ylin and eosin. 
« 35.) 
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Discussion 

This technique has proved safe and satisfactory in 
obtaining duodenal specimens, but it has the dis- 
advantage that the specimen is taken blindly and its 
exact position in the duodenum is uncertain. If a little 
barium is given before the tube is passed, it may be 
possible to determine what part of the duodenum is 
being subjected to biopsy. 

As regards the construction of the two tubes, the 
advantage of tube 2 (fig. 2) over tube 1 (fig. 1) lies in 
possessing a larger and weightier headpiece on a narrower 
shaft. The duodenum is reached with greater ease, and 
the long wire does not coil inside the narrow plastic tube. 
The disadvantage lies in the smaller negative pressure 
obtained through this narrow tube. Earlier failures to 
obtain specimens were attributed to this technical defect ; 
so tube 1 was constructed with a greater diameter. It 
was found that the wire tended to coil much more, but 
the size of the biopsy aperture and the improved suction 
were very satisfactory. The range of movement of the 
knife-cylinder to open and close the biopsy aperture is 
necessarily small and controlled at a point some distance 
away. Moreover the tube, once in the desired position, 
is not straight. The curves of the tube vary from patient 
to patient, and there is no way of regulating the wire’s 
movements beforehand. It is therefore evident that a 
more certain way of knowing when the aperture is open 
is required. Experience in handling the instrument has 
largely, if not entirely, overcome this difficulty. 

The risks attending duodenal biopsy are probably 
comparable to those attending gastric biopsy-—namely, 
perforation of the pharynx, wsophagus, or stomach, and 
hemorrhage, usually hematemesis. Perforation has been 
reported in 1 of 589 cases (Coghill and Williams 1955), 
in none of 1226 cases (Joske et al. 1955), and in none of 
1000 cases (Doig 1954). Hezematemesis is more common 
but rarely fatal: it has been reported in 7 of 589 cases 
(Coghill and Williams 1955) and in 8 of 1000 cases (Doig 
1954). No complications developed in my own series of 
130 gastrie biopsies, and in the present 19 attempts at 
duodenal biopsy. 

As already stated, 2 of the 12 successful duodenal 
biopsies did not yield enough tissue to warrant detailed 
histological analysis. This is another difficulty peculiar 
to duodenal biopsy. The gastric surface epithelium is 
smooth though thrown into rug, whereas the duodenum 
has large branching villi in continuous motion, with much 
debris and mucus overlying them. Sometimes cellular 
debris and the tips of a few villi only are caught within 
the biopsy aperture. Other specimens showed a satis- 
factory depth of mucosa, but the villi appeared 
* decapitated,” 

The three histological types described seem to represent 
different levels of duodenum. Type 1 comes from the 
first and second parts of the duodenum and shows 
typical Brunner’s glands. Type 3 comes from the second 
and third parts of the duodenum and resembles intestinal 
mucosa. A detailed study of the level at which one 
type of mucosa changes into the other is obviously 
necessary. 

Another point of interest for future studies arises from 
the part played by the duodenum, especially its lower 
end, in various diseases of the small intestine. A jejunal 
biopsy specimen was obtained in 1 patient with a Polya 
gastrectomy. Slight modification of the duodenal biopsy 
tube may enable us to reach the normally sited jejunum. 

Summary 

A method of blind duodenal biopsy is described, and 
12 biopsy specimens are discussed. 

The difficulties and the possible practical applications 
of the method are mentioned. 

The attendant risks are compared with those of gastric 
biopsy. 

No complications developed in 19 attempts at biopsy. 


ORIGINAL ARTICLES 


[san. 7, 1956 19 





My thanks are due to Dr. Sheila Sherlock for stimulating 
und helpful criticism; the Genito-Urinary Manufacturing 
‘ompany, particularly Mr. G. Hawkins, for coéperation in 
constructing the duodenal-biopsy tube; Miss E. J. Wernli 
for helpful assistance ; Mr. J. G. Griffin for the histological 
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THE frequency with which staphylococcal disease is 
acquired in hospital causes increasing concern (Lancet 
1955a). It is widely held that the nasal carrier is the 
main source of infection in outbreaks of such disease. Is 
this the whole truth ? We draw attention here to the 
fecal carrier as a potential source of infection in staphylo- 
coceal disease and point out that such a carrier is 
commonly also a nasal carrier. 

Brodie et al. (1955) emphasised the value of serological 
typing of staphylococci in the study of outbreaks of 
staphylococcal disease. This method of typing was 
adopted in the present study. The search for fecal 
carriers was based on isolations from rectal swabs. Con- 
firmation that the source of these strains was the feces, 
and not the skin of the buttocks, was obtained by a 
series of comparative tests of the nose, skin, and feces. 

The simultaneous search for nasal and fecal carriers 
was made in two dysentery wards in which there was an 
outbreak of staphylococcal disease at the time of the 
survey. 

Results of Survey 
CARRIER STATE IN THE WARDS 

Table 1 compares the ‘‘ snapshot’’ picture of the 
carrier status at the start of the survey with that of 
patients on admission to and after one week’s residence 
in hospital. This table includes the results for nasal and 
fecal strains. The following points are to be noted : 

(1) The general picture obtained by the single ‘“‘ snap- 
shot ’’’is little different from that obtained from the group 
of patients examined after one week’s stay in hospital. 


TABLE I—-COMPARATIVE ANALYSIS OF CARRIER STATES 


74 ward 
patients 
after 1 week 
in hospital 


56 ward 
patients at 
start of 
survey 


127 patients 
on day of 
admission 


Nasai Rectal, Nasal Rectal) Nasal | Rectal 

swab swab swab swab | swab = swab 
Coagulase-positive ; 23 21 26 22 28 28 
(41%) | (38%) | (20%) | (17 %) | (38%) | (38%) 


No. serotype ac/- .. 16 16 8 6 20 26 
(29%) (29 %) (6%) (5 %) (27%) (35%) 


Other serotypes... 7 5 18 16 8 2 
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TABLE II-—ANALYSIS OF SIMULTANEOUS ISOLATION FROM NASAL 
AND RECTAL SWABS 


tesistance patterns cf ac/- 


. No. 
No x 
wr . with 
Total) With | No. No. difter- 
no. sae. acie | Je: No. | nasal No. ent 
type ’ both both POCST both Others sero- 
; POCST* PoccsTT, rectal/ | Pocest types 
POCCST 
63 50 43 12 t 15 4 8 13 


* pocst, resistant to penicillin, oxytetracyciine, chlortetracycline, 
streptomycin, and tetracycline ; sensitive to chloramphenicol 
and erythromycin. 

t PocesT = PocsT, except resistant also to chloramphenicol. 

t POCcs =POCecsT, except sensitive to tetracycline. 


(2) On admission, 20°, (26/127) of patients were nasal 
carriers, compared with 38%, (28/74) after one week in hospital. 

(3) 17% (22/127) were fecal carriers on admission, com- 
pared with 38% (28/74) after one week in hospital. 

(4) 6% (8/127) were carriers of serotype ac |- of nasal origin 
on admission, compared with 27% (20/74) after one week in 
hospital. 

(5) 5% (6/127) of patients were carriers of serotype ac/- 
of fecal origin on admission, compared with 35% (26/74) after 
one week in hospital, 

(6) Residence in hospital resulted in a fall in the prevalence 
of carriage of all serotypes other than serotype ac/-. This 
applied to both nasal and fecal strains. 

The results obtained by antibiotic-sensitivity testing 
of serotype ac/- confirmed the general experience that 
one week’s residence in hospital was associated with a 
high frequency of infection with cross-resistant strains. 
But, whereas nasal strains were resistant to penicillin, 
oxytetracycline, chlortetracycline (aureomycin), strepto- 
mycin, and tetracycline, fecal strains were resistant to 
thése antibiotics and also to chloramphenicol. All strains 
isolated from patients after one week in the ward were 
sensitive to erythromycin. 


SIMULTANEOUS CARRIAGE IN NOSE AND INTESTINE 

Of 63 patients no fewer than 50 were nasal and fecal 
carriers at the same time. Of these 50, 43 were carrying 
serotype ac/-. The resistance patterns of these strains 
differed considerably. Some nasal and fecal strains 
showed the same resistance patterns, while others exhi- 
bited different patterns. Indeed, in one group of 15 
patients the fecal strains were resistant to chlorampheni- 
col and 5 other antibiotics ; whereas the nasal strains, 
although resistant to the 5 antibiotics, were sensitive to 
chloramphenicol (table 11). 


Discussion 

Residence in hospital for one week resulted in an 
increase in the fweal carrier-rate from 17 to 38% for 
coagulase-positive staphylococci and from 5 to 35% 
for serotype ac/- staphylococci. Hospital infection with 
serotype ac/- was in all cases an infection with antibiotic- 
cross-resistant strains. A comparable rise in the nasal- 
carrier rate also occurred over the same period. 

Oeding and Austarheim (1954), in a study of the 
intestinal content of routine necropsy material, reported 
the frequent occurrence of staphylococci in patients who 
had been treated with antibiotics. The predominant 
serological type in this study was the enterotoxin- 
preducing group abe or IIT, which appears to be the same 
as our serotype ac/-. 

The frequency with which intestinal infection with 
serotype ac/- staphylococci is acquired in hospital seems 
to have a twofold significance. First, it may explain 
pseudomembranous enterocolitis and diarrhoea starting 
during the first eight days after partial gastrectomy 
(Lancet 1955b). Secondly it underlines the need to 


reconsider our ideas about the sources of staphylococcal 
infection, with particular reference not only to the nasal 
carrier but also to the fecal carrier. 


This change in 
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outlook regarding the sources of infection must inevitably 
have repercussions on our ideas about the method of 
transfer of infection and the means of preventing cross- 
infection. 

It seems reasonable to suppose that the ‘“‘ weight ”’ of 
organisms released to the environment by the fecal 
carrier greatly exceeds that of organisms released by the 
nasal carrier; and this would explain the ease with 
which staphylococci can be recovered from the hospital 
air and dust. It also raises the question of the transfer 
of staphylococci by the fecal-oral route in the same way 
as that which is believed to operate in bacillary dysentery 
and infantile gastro-enteritis. 

The tracing of sources of infection in staphylococcal 
outbreaks is possible only by typing. The value of phage- 
typing has been established at the academic level. This 
is time-consuming and specialised work. The method of 
typing in this investigation has the merit of being within 
the scope of the clinical pathologist. The only special 
requirement is the preparation and issue of standard 
antisera. 


“ 


Summary 

Analysis of staphylococci by serological typing and 
sensitivity testing has shown that the staphylococcus 
carrier state of the general community (new admissions 
to hospital) differed from that of a hospital community. 

The general carrier-rate was doubled as a result of 
hospitalisation. 

Nasal carriers of serotype ac/- increased fourfold 
(from 6 to 27%), while fecal carriers increased seven- 
fold (from 5 to 35%). 

In hospital practice the fecal carrier of staphylococci, 
especially serotype ac/-, seems to play a more important 
part in communicating staphylococcal disease than has 
been realised. 

We thank Prof. W. J. Tulloch for encouragement ; Dr. W. 
Jamieson for clinical facilities; Mr. H. Lawrence, A.1.M.L.T., 
for technical assistance ; and the Medical Research Council 
for an expenses grant to one of us (T. 8.) for a technician. 
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Tue successful treatment of two cases of thrush 
cesophagitis with hydroxystilbamidine has been reported 
by Wolff et al. (1955). 

In-vitro experiments (Stenderup 1955) have shown that 
even low concentrations of stilbamidine and pentamidine 
often prevent the growth of Candida albicans. We have 
therefore tried pentamidine in the treatment of moniliasis 
and report here the results obtained in three cases. All 
three patients had chronic malignant disorders, and it is 
well known that such patients are very susceptible to 
infection by C. albicans. 





* Lady Tata Memorial scholars. Aided by grants from the 
Anders Hasselbalch Anti-Weukemia Foundation and C. P. 
Schepler and Wife’s Bequest, the Irma Foundation. 
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AUREOMYCIN 250 mg. PENTAMIDINE ILM 
Four times a day ILM, 200 mg. daily 


PENICILLIN 400,000 units 
twice daily I.M. 
Sy 


200 mg. 12-hourly 
va EEE” 


PENICILLIN 1,000,000 units with 


mucosa was perhaps slightly swollen, and a 
few pinhead-sized plaques persisted from 
which C, albicans could still be isolated. 
Case 3.—A man, aged 35, had had 
Hodgkin’s disease from the age of 8 years 
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enlarged lymph-nodes of the head and neck. 
| After a course of irradiation in 1953 he 
7+ complained of dryness and burning pain in 
4 his mouth. His oral, lingual, and pharyngeal 
mucosa became atrophic, with a tendency to 
the formation of crusts, purulent secretion, 
and hemorrhages, These changes persisted 
+ and caused him great discomfort, and he was 
=] admitted to hospital on Sept. 9, 1955. 

On admission he was critically ill, very 
weak, and anemic. He complained of the 
aforesaid symptoms in his mouth and throat 
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Course and treatment in case |: each + represents a colony of C. albicans. 


Case-reports 


Case 1.—A man, aged 57, was admitted to hospital on 
Sept. 14, 1954, with chronic myeloid leukemia. On Oct. 2 he 
became febrile and complained of pain in his left flank below 
the left costal margin on breathing. He had no rigors, cough, 
or dyspneea, but produced a little yellowish sputum. Auscul- 
tation of his lungs revealed signs of pneumonia, and radio- 
graphy showed a homogeneous opacity in the upper lobe of 
his right lung 

Treatment and Course.—Treatment with penicillin, aureo- 
mycin (chlortetracycline), and penicillin with streptomycin 
successively was unsuccessful (see figure) ; the patient became 
worse and cyanosis and dyspnoea developed. Repeated bac- 
teriological studies of the patient’s sputum failed to reveal any 
pathogenic bacteria but showed increasing numbers of colonies 
of C. albicans until they were present in almost a pure growth. 
Therefore a course of intramuscular pentamidine 200 mg. daily 
was started on Oct. 16. By mistake no pentamidine was given 
next day, but from Oct. 18 daily injections were given. The 
response not being satisfactory after the first few days’ treat- 
ment, the dose was increased to 200 mg. twelve-hourly on 
Oct. 21. This led to rapid clinical improvement, and four days 
later the patient’s temperature had returned to normal. Daily 
mycological study of the sputum showed that the number of 
colonies of C. albicans decreased with the fall in temperature 
(see figure). Pentamidine was given for the iast time on 
Oct. 28, and on Nov. 3 no fungi could be isolated from the 
sputum. 

In-vitro studies of the patient’s strain of C. albicans showed 
that pentamidine in a concentration of 1/512 mg. per ml. of 
substrate partially inhibited growth, and 1,128 mg. per ml. of 
substrate completely suppressed macroscopic growth (for 
technique see Stenderup 1955). 


Case 2.—A man, aged 25, was admitted to hospital on 
May 27, 1955, with Hodgkin's disease of three years’ duration. 
During this period his condition had become progressively 
worse. During his stay in hospital he complained of feeling 
as if he had a lump in bis throat and of retrosternal pain in 
swallowing. Inspection of the throat revealed a white mem- 
brane covering the pillars of the fauces and the posterior 
wall of the nasopharynx, from which C. albicans was 
isolated. Radiography of the cesophagus showed no 
abnormalities, 

Treatment and Course.—The symptoms were thought to be 
due to monilial infection extending into the cesophagus ; so 
treatment with intramuscular pentamidine 200 mg. daily was 
started on July 9. CEsophagoscopy a few days later showed that 
the hypopharynx and the upper part of the esophagus were 
covered with a dense white fungous membrane, and the under- 
lying mucosa was red and cedematous and tended to bleed. 
Since the mucosa seemed to be very friable, the csophagoscope 
was introduced for a distance of only 20 cm, Culture of a 
biopsy sample yielded a heavy pure growth of C. albicans. 
During pentamidine therapy the discomfort of the throat 
rapidly subsided, and after twelve days’ treatment both the 
faucial coatings and discomfort had disappeared completely. 
Pentamidine was therefore discontinued, and cesophagoscopy 
showed that the entire cesophagus was almost normal. The 





and of white coatings in his mouth, which 
had lasted a couple of months and caused 
him considerable discomfort. He had 
difficulty in swallowing and thought he had 
lost weight. 

Examination revealed that his entire oral mucosa, his tongue, 
the pillars of his fauces, and his pbaryngeal wall were com- 
pletely covered with a thick yellowish membrane, and his 
breath was offensive. Gisophagoscopy showed that this mem- 
brane was present all over the cesophageal mucosa right down 
to the cardia. Culture of the membrane grew C., albicans, 
C. pseudotropicalis, and C. krusei. In-vitro studies showed that 
pentamidine in a concentration of 1/512 mg. per ml. of substrate 
suppressed the growth of all three species. 

Treatment and Course.—From Sept. 8 intramuscular pent- 
amidine 200 mg. twelve-hourly was given. After a week's 
treatment only scattered plaques remained on the oral and 
pharyngeal mucosa, Csophagoscopy on Sept. 15 showed that 
the esophagus was still covered by a membrane, which, 
however, was less adherent ; the underlying mucosa was red 
and inflamed and tended to bleed. Pentamidine therapy was 
therefore continued. The general condition of the patient 
deteriorated, and the symptoms due to the state of the mucosa 
did not subside, even though the monilial infection decreased. 
On the morning of Sept. 21 the patient was found unconscious 
in bed, and he died a few hours later. 

Necropsy revealed extensive granulomatous change in the 
spleen, liver, and lymph-nodes, probably due to atypical 
Hodgkin's disease. No membranes on the hypopharynx and 
cesophagus were visible to the naked eye. The msophageal 
mucosa was red and atrophic, and microscopy revealed chronic 
cesophagitis. Scattered fragments of mycelium and candida 
spores were still present. by 

The objective improvement of the moniliasis, despite 
the detericration of the general health and the poor 
condition of the oral and pharyngeal mucosa, seems 
remarkable and must be ascribed to the treatment with 
pentamidine. 

Discussion 


In view of the good results obtained with pentamidine 
in these cases and with hydroxystilbamidine in the cases 
of thrush esophagitis reported by Wolff et al. (1955) the 
diamidines must be assumed to be useful in the treatment 
of maniliasis. 

The effects were not obtainedfin the present cases so 
quickly as in those treated by Wolff et al. This may be 
due to the fact that these workers administered the drug 
intravenously. Hydroxystilbamidine may also exert a 
greater effect than pentamidine does on C. albicans, but 
it is searcely possible to be definite about this, becausc 
different strains of C. albicans may differ in sensitivity 
even to the same diamidine. : 

Summary 

Three cases of moniliasis were successfully treated with 
pentamidine. 
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Iv has been shown (Mussett and Pitt-Rivers 1954) that 
pDL-tribromothyronine possesses considerable activity in 
preventing thiouracil-induced goitre in rats. In these 
experiments it was found to be nearly half as active as 
pL-thyroxine, while pt-tetrabromothyronine only had 
about 1/200 of the activity of thyroxine. Tetrabromo- 
thyronine has previously been shown to have some 
thyroxine-like activity in man (Lerman and Harington 
1949). It is possible, however, in view of the 100-fold 
difference in the goitre-preventing activity of tribromo- 
thyronine and tetrabromothyronine, that the response 
in human myxcedema obtained by Lerman and Harington 
may have been, in part, due to contamination of the 
tetrabromo compound with tribromothyronine. In the 
present study the tribromothyronine used was demon- 
strated to be chromatographically free from the tetra- 
bromo compound. 

This study was not undertaken in anticipation of any 
therapeutic advantage of tribromothyronine over other 
thyroxine analogues but because the demonstration of 
high thyroxine-like activity of non-iodine-containing 
analogues of thyroxine in man must cause a reorientation 
of fundamental views of thyroid physiology. 

Two myxa@dematous patients have now been treated 
with tribromothyronine. 


Case-reports 
Case 1.—-A man, aged 68, was first seen as an outpatient 
on Dee. 17, 1954. He complained of swelling of the hands 
and feet and of “ big bladders’ around the eyes for three 
weeks. He admitted to excessive lethargy, rising weight, 
constipation, coldness and pins- 
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examination of the heart. The lungs, abdomen, and central 
nervous system were normal. 

On clinical grounds a diagnosis of primary myxcedema was 
made. 

Investigations 

The basal metabolic rate (B.M.R.) was -34% (Aub-Du Bois) 
and the blood-cholesterol level 300 mg. per 100 ml. The 
uptake of radioactive iodine was subnormal, only 9% of the 
dose being taken up in the neck at twenty-four hours. Radio- 
graphy of the chest showed cardiac enlargement, with normal 
lung fields. Hemoglobin 13-3 g. per 100 ml. (90%); no 
morphological abnormality of blood-cells ; generalised hypo- 
plasia in bone-marrow. Electrocardiography showed sinus 
rhythm, normal voltage, Q R s 0-13 sec., and left bundle-branch 
block. 

Treatment and Progress 

Treatment with tribromothyronine was begun on Jan. 13, 
1955. In view of the patient's age and electrocardiographic 
evidence of degenerative heart-disease very small doses 
(100 ug.) of intramuscular tribromothyronine were used initially 
and gradually increased to 1000 ug. This dosage was also 
indicated because the degree of thyroxine-like activity that 
tribromothyronine might prove to have in man was unknown. 

Progress was judged clinically, by B.M.R., by blood-cholesterol 
levels, by weight changes, and by fluid balance. The dosage 
of tribromothyronine and other data are recorded in fig. 1. 

Soon after the start of treatment the patient stated that 
he felt better and he became increasingly alert and active. 
His voice, by the end of the period of study, was normal, 
and hearing had improved. His B.M.R. had risen from —34% 
to 0%, his blood-cholesterol level had fallen from 300 mg. 
to 144 mg. per 100 ml., and his weight from 159"), lb. to 
138 lb. There was a period from five to ten days after the 
start of treatment when his weight increased temporarily in 
association with increasing cedema of the legs. 

Fig. 1 shows that about four weeks after the start of 
treatment the character of the fluid-balance chart alters. At 
that time, and for three weeks subsequently, the patient’s 
fluid intake was equalled by his urinary output. Although 
dietary fluid and insensible fluid loss have not been included 
in the fluid balance, probably during this period he was in 
a negative fluid balance owing to a diuresis. 

Treatment with tribromothyronine was discontinued on 
March 30 and he has since then been maintained on thyroid 
gr. 4 daily. During a further three months’ observation he 
has remained clinically normal, his weight has been steady, 
and his B.M.R. has remained in the normal range. 


Case 2.—A man, aged 65, was admitted to the Hampstead 
General Hospital as an emergency on Jan. 16, 1955. On the 
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Fig. 2—Dosage of tribromothyronine, B.M.R., blood-cholesterol level, 
and weight in case 2. 


morning of admission he had suddenly become confused and 
lost consciousness for an hour. On admission he had dysphasia 
in association with mild pyramidal-tract signs on the right 
side. He also appeared myxaedematous. At first it was 
impossible to obtain a history, but after a few days and with 
the help of his wife the following history was obtained. For 
some years he had been becoming increasingly lethargic 
both physically and mentally. He had gained much 
weight. His eyes had been puffy for a year, and his 
voice gruff for many years. He had recently felt the cold 
excessively. 


Examination 

His scalp hair was coarse and sparse and his eyebrows were 
thin. His voice was typically myxcedematous. He was deaf 
and had been so since middle life, but his deafness had increased 
in the last few years. There was no clinical evidence of 
anemia. No thyroid tissue was palpable. The pulse-rate 
was 66, and the blood-pressure 140/100 mm. Hg. The apex- 
beat could not be localised; the heart sounds were distant, 
but no other abnormality was detected. The chest and 
abdomen were normal. There was pitting edema of the 
legs. 

On clinical grounds a diagnosis of primary myxcedema 
was made. 


Investigations 

The B.M.R. was -40% (Aub-Du Bois), and the blood- 
cholesterol level 356 mg. per 100 ml. There was no uptake 
of radioactive iodine in the neck in twenty-four hours. 
Radiography of the chest showed moderate cardiac enlarge- 
ment. Electrocardiography showed sinus bradycardia (54 per 
min.), low-voltage Q@ R S complexes, flattened P waves in 
all leads, and flattened or inverted T waves in all leads. 
Hb 87% ; packed-cell volume 41 mm. ; generalised hypoplasia 
of bone-marrow with no morphological abnormality. 


Treatment and Progress 

Treatment with intramuscular tribromothyronine 100 yg. 
daily was begun on Jan. 27, and the dose was gradually 
increased to 1000 wg. daily. 

Progress was assessed clinically, by B.M.R., by blood- 
cholesterol levels, and by weight changes (fig. 2). There was 
a temporary increase in oedema for the two weeks following 
the start of the treatment. Under treatment with tribromo- 
thyronine this patient’s B.M.R. rose from —41% (Aub-Du Bois) 
to +2%, his serum-cholesterol level fell from 356 to about 
100 mg. per 100 ml., and his weight decreased from 212'/, Ib. 
to 185 lb. 

On March 24 treatment with tribromothyronine was stopped 
and the patient was given tab. thyroid B.P. gr. 4 daily. 
A month later the B.M.R. was still normal and his clinical 
state satisfactory. Further observations were impossible, 
because this patient died after a road accident. 
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Comment 

From these results it is apparent that p1L-tribromo- 
thyronine in a dose of 1 mg. daily can restore normal 
metabolism in myxedema. In the two present cases 
normality was maintained, after treatment with tribromo- 
thyronine had been stopped, with thyroid gr. 4 daily ; 
but owing to the death of the second patient the follow-up 
was not long enough to establish that dosage as being 
the permanent requirement. If this dosage is indeed 
equivalent to 1 mg. of tribromothyronine, it appears that 
1 mg. of DL-tribromothyronine is equivalent to 0-4 mg. 
of L-thyroxine (the quantity contained in gr. 4 of 
desiccated thyroid). 

One may reasonably assume from previous published 
evidence that the D-isomer in DL-tribromothyronine is 
virtually inactive in human myxedema. It therefore 
appears that tribromothyronine has only slightly less 
activity than thyroxine itself, since 1 mg. of the pDL- 
compound (containing 500 ug. of the L-isomer) had 
activity equivalent to gr. 4 of desiccated thyroid. 

Conclusions 

Two patients with primary myxedema were treated 
with DL-tribromothyronine. 

Both patients responded fully to a daily dose of 1 mg. 
of this compound. 

Tribromo*hyronine appears to have only slightly less 
thyroid-like activity than has thyroxine. 
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SICKLE-CELL anzmia is a well-known congenital and 
familial hemolytic anzemia, first described by Herrick 
(1910) in a West Indian Negro from Granada. For many 
years it was considered to be peculiar to Negroes, but it 
occurs also among peoples in whom no negroid ancestry 
is apparent (Cooley and Lee 1929, Lehmann and Cutbush 
1952, Choremis et al. 1953). 

It owes its name to the peeuliar shape assumed by the 
erythrocytes under reduced oxygen tension, when the 
hemoglobin inside the cells does not remain in solution 
(Perutz et al. 1951), and the resultant ‘‘ crystallisation ”’ 
or ‘‘gelling”’’ is responsible for the characteristic 
deformity. 

The hemoglobin inside the sickle-cells differs from 
normal hzemoglobin both in its solubility under reduced 
oxygen tension (Singer and Singer 1953) and electro- 
phoretically (Pauling et al. 1949, Wells and Itano 1951). 
This abnormal hemoglobin is called hemoglobin §. The 
terminology used here for the various types of hemo- 
globin is that recommended by the National Institutes 
of Health (1953). 

Neel (1947, 1949, 1951) has shown that hemoglobin § 
is inherited as a mendelian dominant, and he has postu- 
lated heterozygous and homozygous genes to explain 
symptomiess sickle-cell trait and the true sickle-cell 
anemia. If an individual receives the hzemoglobin-S 
gene from one parent only (the heterozygous state), he 
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Fig. |—Ulceration of patient's ankles. 


will have the harmless sickle-cell trait; whereas if a 
hemoglobin-S gene is received from each parent (the 
homozygous state), then the individual will suffer from 
sickle-cell anemia. Sickle-cell trait is very much more 
common than sickle-cell anaemia and occurs in 5—40°% 
of Negroes (Jelliffe et al. 1954). 

Neel (1951) recognised that there were occasional 
exceptions to his hypothesis—for example, cases of 
sickle-cell © u2mia in which the erythrocytes of only one 
parent sickled. Further study of these exceptional cases 
has disclosed two other abnormal inherited hemo- 
globins (C and D) and shown that the inheritance of 
hemoglobin S from one parent and either hemoglobin C 
(Itano and Neel 1950, Kaplan et al. 1951, 1953, Neel et al. 
1953) or hemoglobin D (Itano 1951, Dacie 1954) from the 
other produces a condition clinically very similar to 
sickle-cell anzemia. 

We report here a case of sickle-cell/hemoglobin-D 
disease. 

Case-report 

A single woman, aged 32, attended surgical outpatients with 
ulceration of her ankles (fig. 1). She was a mulatto with 
an English mother and was also said to have sickle-cell 
anemia, 

Examination of her blood showed anzmia (Hb 60% =8:-7 g. 
per 100 ml.). Her erythrocytes sickled readily into the long 
filamentous forms typical of sickle-cell anemia (fig. 2). Fresh 
wet marrow fiecks showed mycelia-like filaments (fig. 3) 
similar to those described by Vandepitte and Louis (1953). 
The electrophoretic pattern of her bemoglobin was indis- 
tinguishable from that seen in sickle-cell anemia. 


Family History 


Thus both clinically and hxematologically the case 
appeared to be one of true sickle-cell anwmia in a girl of 
mixed African and English descent (Stewart and MaclIver 
1954), but her family history (fig. 4) was most unusual. 
Her deceased father was a West African Negro; so we 
assume that he was the source of the patient’s hemo- 
globin-S gene. Her mother was English, and had no known 
foreign antecedents. Her blood-count was normal and 
her erythrocytes did not sickle. The patient’s two 
brothers also had normal blood-counts, and their erythro- 





Fig. 2—Moist sealed preparation of peripheral blood showing fila- 
mentous sickling (x 470). 
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cytes did not sickle. The sickle test was made by three 
different methods—-plain wet sealed, 2% sodium meta- 
bisulphite, and 2% sodium dithionite—and at least 
six preparations were made for each member of the 
family. Only in the patient was the sickle test 
positive. 

Filter-paper electrophoresis of hemoglobin solutions 
from all surviving members of the family was done with 
the vertical tank of Flynn and de Mayo (1951) and a 
barbitone buffer pH 8-6 at 220 V and 6 mA for 20 hours. 
The results are shown in fig. 5, including normal and 
abnormal controls run at the same time. It will be seen 
that the mother and the brother A have an abnormal 
band of hemoglobin of reduced mobility compared with 
normal haemoglobin. Density scanning of the strips 
indicates that about half of each type of hemoglobin is 
present in the samples. The patient’s haemoglobin gave a 
single abnormal band of similar mobility to the abnormal 
hemoglobin of her mother and her brother A. In 
the other brother a normal hemoglobin pattern was 
found. 

The patient’s hemoglobin was of the same electro- 
phoretic mobility as hemoglobin S. This can be inter- 
preted as showing that her hemoglobin is either of this 
type alone or mixed with hemoglobin D, which is the 
only type so far known to be of the same electrophoretic 
mobility as hemoglobin S. The electrophoretic pattern 
in the mother and brother A also shows a band in the 
S and D position, but their erythrocytes do not sickle. 
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See text 
Patient; sickle test positive 
Not examined (dead) 


Sickle test negative: eleccrophoresis shows abnormal 
haemoglobin 


0 OSe> 


Sickle test negative : electrophoresis shows normal hamoglobin 


Fig. 4—Patient’s family tree (see text). 


Any erythrocytes containing 50° of hemoglobin S$ will 
sickle readily by any of the methods which we used. 
Therefore this abnormal hemoglobin must be hemo- 
globin D. 

We are indebted to Dr. J. C. White, of the Post- 
graduate Medical School of London, for the following 
report on the solubility of a hemoglobin sample from the 
patient’s mother : 

‘** The solubility of the reduced hemoglobin was determined 
in pH 6-7 phosphate buffer, ionic strength 4-75. In a system 
containing 10 g. per litre of protein, the solubility was 5-7 g. 
per litre. The heemoglobin-D trait which I examined (Dacie 
1954) gave a result of 6-0 g. per litre. These values are below 
the normal mean, though in the lower normal range, but are 
far higher than for sickle-cell trait under the same conditions 
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Fig. 3—Moist sealed preparation of bone-marrow fleck showing the long 
mycelia-like structures (x 470). 
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Fig. 5—Filter-paper electrophoresis of different hamoglobins run in 
parallel. 


(1-3 g. per litre). Together with the electrophoretic result of 
a normal hemoglobin fraction and a fraction with the mobility 
of hemoglobin 8, this fully confirms that the patient’s mother 
has hemoglobin-D trait.” 


Discussion 

Sickle-cell anzmia is usually due to a homozygous gene 
for hemoglobin S—in other words, both parents of a 
patient with sickle-cell anemia usually possess this 
abnormal gene at least in the heterozygous state (Neel 
1947, 1949, 1951). In the present case we must assume 
the inheritance of the gene for sickling from the father, 
both because he was a West African Negro and because 
the mother did not have hemoglobin 8. Since there was 
no normal hemoglobin (haemoglobin A) in the patient’s 
erythrocytes, the mother must have passed on the gene 
for the only abnormal hemoglobin which she possessed 

-hemoglobin D. Therefore the hemoglobin in the 
patient’s erythrocytes 
must be a mixture of 
hemoglobins § and D. 
The electrophoretic 
pattern of her hemo- 
globin is compatible 
with this hypothesis. 

We have previously 
discussed the criteria 
to be fulfilled before 
sickle-cell anemia can be definitely diagnosed (Stewart 
and MaclIver 1954). The patient satisfied all these 
criteria both hematologically and clinically. Subse- 
quently she was readmitted in extremis, and necropsy 
revealed pyelonephritis. The changes in the other organs 
were as described for sickle-cell anemia (Wintrobe 1951). 
In particular the spleen (fig. 6) was very shrunken and 
measured only 1°/, x1/, x3/, in. 





~ 


Fig. 6—Whole spleen obtained at 
necrepsy (actual size). 


It is therefore evident that electrophoretic analysis of 
the hemoglobin types present both in patients and their 
parents is necessary before a diagnosis of true sickle-cell 
anemia can be made. 

Summary 

A woman with  sickle-cell/hemoglobin-D disease 
inherited the abnormal hemoglobin D from her English 
mother. The father, a West African Negro, was dead 
and is assumed to have supplied the gene for the hemo- 
globin S. One of the patient’s brothers had also inherited 
the abnormal hemoglobin D. 

This case emphasises the importance of investigating 
obscure hemolytic anemias for the presence of abnormal 
hemoglobins. 

We wish to thank Prof. A. Kekwick, under whose care the 
patient was admitted, for allowing us access to the case and 
for permission to publish ; Miss H. Silberman for the electro- 
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phoretic studies; and Dr. P. Harrison-Hall for the post- 
mortem report. 
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Preliminary Communication 


WILSON’S DISEASE 
NEW ORAL THERAPY 


In patients with hepatolenticular degeneration (H.L.D.) 
there is an accumulation of excess copper in the tissues 
and an abnormally bigh excretion of copper in the urine. 
The extensive literature on this subject has been reviewed 
and discussed by Cartwright et al.1. It has been shown 
by Cummings? and many subsequent workers that the 
excess copper in these patients can be mobilised by the 
parenteral administration of dimercaprol (BaL); intra- 
venous ‘ Versene’ and intravenous amino-acids are also 
effective,!* and cortisone and high-protein diets have 
been found of value as adjuvant therapy.‘ Dimercaprol 
has proved the most effective of these forms of treatment 
and if given over long periods causes distinct clinical 
improvement, particularly in patients with the more 
chronic forms of the disease. However, repeated injec- 
tions of dimercaprol are extremely painful and are often 
associated with undesirable side-reactions, so not all 
patients can benefit from this form of treatment, 
The object of the present investigation has been to 
find a non-toxic compound that could be given by mouth 
and would promote the excretign of copper. The activity 
of dimereaprol is due to the presence of two thiol groups 
in the molecule ; these compete with the thiol groups in 
the tissues for the excess copper which is present ; and 
the dimercaprol-copper complex is then excreted in the 
urine. Some earlier work ® has suggested that penicil- 
lamine (8, 8-dimethyl-cysteine) is excreted in the urine 
after parenteral administration of penicillin. Since this 
compound is excreted in the reduced (-SH) state after 
being formed in the body it appeared possible that it 
would also remain reduced when given by mouth and 
that the thiol group might prove active in the removal 
of copper. 
1. Cartwright, G. E., Hodges, R. E., Gubler, C. J., Mahoney, J. P., 
Daum, K., Wintrobe, M. M., Bean, W. B. J. clin. Invest. 
1954, 33, 1487. 

2. Cummings, J. N. Brain, 1951, 74, 10. 

3. Matthews, W. B., Milne, M. D., Bell, M. Quart. J. Med. 1952, 


4. Bearn, A. G., Kunkel, H. G. J. clin. Invest. 1954, 33, 400. 
5. Denny Brown, D., Porter, H. New Engl. J. Med. 1951, 245, 917. 
6. Walshe, J. M. Quart. J. Med. 1953, 22, 483. 
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So far two healthy people have each received a 
single dose, and two patients with H.L.D. have received 
four and three trial doses, of penicillamine. The copper 
excretion has been estimated and, in the patients, com- 
pared with that produced by a dose of dimercaprol 
containing an approximately equimolar amount of 
sulphur. These preliminary tests suggest that dimethyl 
cysteine is as active as dimercaprol in promoting the 
removal of copper from the body. Dimethyl cysteine 
hydrochloride was given as three daily doses each of 
300 mg.; the drug was given about half an hour before 
meals in order to avoid its chelating with copper present 
in the diet. In these short-term experiments no toxic 
reactions were observed. 

A detailed report of this work is in course of 
preparation, and the possible use of this form of 
treatment for long-term maintenance of patients with 
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H.L.D. is discussed with reference to possible chronic 
toxicity and precautions which should be taken in 
undertaking a long-term study. Reference is also 
made to the treatment of other heavy metal poisonings 
with penicillamine. 


This work was done at the Thorndike Memorial Laboratory 
and the 2nd and 4th Medical Services (Harvard), Boston 
City Hospital, and the Department of Medicine, Harvard 
Medical School, Boston, Massachusetts. I am most grateful 
to Dr. C. 8. Davidson for his advice and encouragement ; to Dr. 
D. Denny Brown for allowing me to study two of his patients ; 
and to Dr. Augustus Gibson, of Merck & Co., Rahway, N.J., 
and to Prof. John Sheehan, of the Massachusetts Institute of 
Technology, for supplies of penicillamine. 

J. M. WALSHE 


M.A., M.B. Camb., 
M.R.C.P. 


Medical Unit, University College 
Hospital Medical School, 
London, W.C.1 





New Inventions 


A TRACHEOTOMY TUBE FOR USE IN ACUTE 
POLIOMYELITIS 


THE maintenance of a tracheotomy tube during 
emergencies may lead to many difficulties, especially 
before the tracheostomy tract has properly formed : 

Fixation.—The normal movements of patient and attach- 
ments with intermittent positive-pressure inflation, routine 
posturing, and drainage may easily displace an ordinary 
cut-down anesthetic endotracheal tube which may cause 
surgical emphysema and traumatic pneumothorax. If a long- 
stemmed tube is used, a bronchus may become blocked, 
causing retention of carbon dioxide and _ respiratory 
embarrassment. 









Assembled N° 8 4 ; «& 

Smith tube 

Latex rubber collar 

] ‘ 
(collar removed ) (From Machell’s tube) 
Fitted round upper end 
of endotracheal tube 5 

cut to requisite length 









Connection to 
anzesthetic or >. 
intermittent 
positive - pressure 
apparatus 
( Magi//s connection ) 


Tube cut to show 
» Silver lining 


\| 
Kinking._-Complete occlusion of the lumen of a tracheo- 
tomy tube may be more obvious, but no more lethal, than 
partial occlusion, which may often be produced in anesthetic 
tubes ; even armoured tubes may close partially in the antero- 
posterior diameter. This may be detected before use by 
trying to withdraw a suction catheter (which has previously 
just passed easily); if it is gripped when the tube is bent, 
the latter should be discarded. 
l'racheal Ulceration.—In debilitated patients direct pressure 
of an inflated cuff may cause ischemia of the tracheal mucosa ; 


and a tube without a rigid angle may rub the posterior tracheal 
wall owing to its relative inflexibility. 


Smith tube 


Angulated rubber tracheotomy tubes (Morrant Baker) 
may be the best of those tubes readily available for use 
with intermittent positive-pressure inflation, and, care- 


Assembled N° 8 
Portex non-cufFed 
Smith tube 


,-Chamfered end of 
endotracheal tube 
cut to length to 

suit patient 


Different angles, made From 

outer shells oF traditional 

tracheotomy tubes with is no pressure on the posterior tracheal 
Flanges removed, For lining 


fully selected to suit the patient, are unlikely to kink. 
However, the short intratracheal portion of these tubes, 
especially in the smaller sizes, does not allow easy 
fixation of slip-on cuffs, which in any case are clumsy and 
unsuitable for prolonged use. 
connections to the flush external flange is difficult, 
especially when surgical dressings are present, as in 
the early postoperative stages. Some rubber tubes 
are of inconstant diameter, having an irregular inner 
wall which prevents the easy passage of a suction 
catheter. 

In the Portsmouth Poliomyelitis Centre a tracheotomy 
tube has been improvised by several members of the 
staff jointly which appears to have none of the afore- 
mentioned disadvantages and many additional advan- 
tages. None of us accepts full responsibility or 
claims any originality for this tube; so we call it 
the Smith tube after the first patient in whom it 
served as a reliable non-traumatic airway 
during many days of intermittent positive- 
pressure inflation. 

The Smith tube is essentially a suitably 
selected and cut-down anzsthetic endo- 
tracheal tube into which is slid, to make 
a tight fit, a similarly selected silver 
lining, which is the outer shell of a 
standard silver tracheotomy tube from 
which the external flange has been 
removed. In the accompanying illustra- 
tion the wall has been cut away from a 
Smith tube to show the lining. A latex 
rubber collar is attached. 

The advantages of the Smith tube are as 
follows : 

(1) The fixed curve and attached collar 
make fixation easy and reliable. 

(2) The tube cannot be compressed or 
occluded in any diameter. 

(3) A smooth and regular inner wall allows 
the passage of the largest possible suction 
catheter at all times. 

(4) The fixed curve ensures that there 


wall, 

(5) Variable intratracheal and extratra- 
cheal lengths can be selected (above and 
below angle) to suit the portion of trachea available above 
the carina, and to make easy connection with anesthetic or 
intermittent positive-pressure apparatus. 

(6) The Smith tube can be made of different sizes, lengths, 
shapes, and lumina and cuffed or uncuffed from ready-to-hand 
materials at low cost. 

R. J. HAMER HODGES 
F.F.A. R.C.S., D.A. 


ROBERT MORLEY 
F.R.C.S.E. 

W. B. O’ DRISCOLL 
M.B, N.U.I. 


IAN McDONALD 


Portsmouth Poliomyelitis 
M.B. Melb., D.A. 


Centre 


Moreover the fixation of 
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Reviews of Books 


Biochemistry and the Central Nervous System 
Henry McILwatn, PH.D., D.SC., professor of biochemistry 
in the University of London at the Institute of Psychiatry. 
London: J. & A. Churchill. 1955. Pp. 240. 40s. 


Topay emphasis in biochemical thought is on the 
nature of dynamic processes rather than on mere 
cataloguing of tissue constituents, which was the pre- 
occupation of earlier workers ; and Professor Mcllwain’s 
book gives a striking illustration of this trend. He 
discusses most of the important topics of current interest 
in cellular metabolism, and skilfully develops the basic 
ideas in relation to the special case of nervous tissue. 
It is remarkable how much data he has assembled to 
demonstrate the actual behaviour of neural material 
without having to extrapolate from other organs. 
Professor McIlwain’s own work on the effect of electrical 
stimulation on the “ in-vitro”? metabolism of cerebral 
tissues receives due consideration, but is not over- 
emphasised, and in this and other respects his presentation 
is extremely well balanced. 

After a brief historical introduction, there is a chapter on 
the study of cerebral metabolism in the intact animal, which 
summarises work on the oxygen and glucose consumption 
of the organ under various conditions, based on analyses of 
affluent and effluent blood. Next comes a discussion of the 
themical composition of the brain with particular reference 
to the constituents, such as creatine phosphate, whose 
voncentration varies with cerebral activity. The middle 
five chapters of the book are concerned with a straight- 
forward account of intermediary metabolism. The chapter 
on lipids reviews recent work on the fractionation of the 
‘erebral lipids, and on turnover studies of these materials. 
Chere follows a fascinating chapter on the changes in the 
make-up of the brain through development before and after 
birth. An account of chemical transmitters and the in-vitro 
effects of depressant and excitatory drugs on brain metabolism 
leads to a final chapter on the speed of chemical changes in 
the brain, which includes some _ intriguing calculations 
made by the author from various published data on this 
subject. 


Written in a style that is unexciting but usually 
perfectly clear, the book will attract workers in neurology 
and psychiatry who want to keep up with the results of 
modern biochemical research ; and biochemists and neuro- 
chemists will find that it gives a useful conspectus of 
familiar ideas. 


Blood Supply and Anatomy of the Upper Abdominal 

Organs 

NicHoLas A. MICHELS, M.A., D.SC., professor of anatomy, 
Jefferson Medical College, Philadelphia. Philadelphia : 
J.B. Lippincott. London: Pitman Medical Publishing Co. 
1955. Pp. 581. £8. 

Tus book is mainly concerned with the variations of 
the arterial supply to those organs which lie above the 
mesentery of the transverse colon. 

In part, it is a descriptive atlas of 165 figures, most of which 
llustrate these variations. The essential features of the 
figures dealing with the gall-gladder and liver are summarised 
n six plates. Other figures show variations of the extra- 
epatic bile-ducts, and the remainder illustrate the gross 
unatomy of the intrahepatic biliary, arterial, and venous 
systems. 

The atlas is preceded by a text which includes descriptions 
f the arterial variations, based on some 500 dissections by the 
.uthor. Accounts are also included of the blood-supply of 
he cesophagus and the gut distal to the duodenum. These 
ire derived from the observations of others, but supplemented 
by Professor Michels’s own experience. There are discussions 

n collateral circulations in the upper abdomen and on the 
irculations within the liver and the spleen. The text ranges 
videly over other material, and includes a chapter on the 
ariations of the biliary system. A vast composite chapter 
leals with the structural features, embryology, and anomalies 
f the upper abdominal, organs. Here the main emphasis is 
m the biliary apparatus, and the structure of the lower end 
f the common bile-duct is dealt with in detail. There are 
ections in this chapter on gall-stones, on the comparative 
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anatomy of the bile-ducts, on the liver ia relation to divination, 
and on the first cholecystectomy performed in America. 
There is a bibliography of some 850 references ; many more 
given in the text do not appear in it. 


The emphasis throughout is on the applied anatomy, 
and this is essentially a book intended for those who 
operate on the upper abdominal organs. The terminology 
is clear, and the figures are admirably designed and 
executed ; few surgeons could fail to learn something 
of value by looking through the atlas. The text is in 
general clearly written and comprehensive, though 
there are some repetitions and irrelevancies. The general 
production is good; the price is frightening. 


Techniques in Blood Grouping 
Ivor DuNsForD, senior scientific officer, Regional Blood 
Transfusion centre, Sheffield ; C. CuristopHER BowLEy, 
M.B., M.R.C.0.G., director of the centre. Edinburgh 
Oliver & Boyd. 1955. Pp. 250. 21s. 


PRIMARILY a practical guide for use in the laboratory, 
this book concentrates on providing, in full detail, ‘a 
comprehensive set of techniques needed by those engaged 
in blood grouping work.”’ 

The first of the three sections explains briefly the theoretical 
and factual bases on which the practical schemes rest, and 
even in this section, the practical standpoint predominates. 
For instance, in addition to dealing with the nature of immune 
iso-antibodies and factors affecting blood-group reactions, the 
authors have chapters on apparatus, causes of error, and the 
provision of antisera. There is an interesting brief outline 
of basic and advanced courses for hospital laboratory 
workers. ‘ 

The second section gives really full details of 80 different 
techniques, beginning very properly with the cleaning of 
dirty glassware and ending with the identification of mixed 
antibodies. In between every technique likely to be needed 
is thoroughly described: the basic grouping techniques, the 
preparation of sera for diagnostic use, the differentiation of 
the sub-groups of A (with a useful table), and more complex 
matters like rhesus genotyping. Techniques for difficult 
situations—compatibility tests for children under 6 months, 
compatibility tests when time presses, and the investigation 
of cases of hemolytic anemia—are presented with commend- 
able briefness. The rare blood-groups are all dealt with—but 
with a sense of proportion. The rare blood-groups also find 
a place in the third section, which is a useful glossary. 

The book has a wire binding that enables it to lie flat 
wherever it is opened. 


This book will be welcomed with, relief by all those 
who have to cope with the practical side of blood- 
transfusion work, but who have only the haziest ideas 
about the calculation of gene frequencies. The price will 
enable every worker to have his own copy. 


Introduction to Hepatic Surgery 
Henry GANS, M.D., surgical resident, Cincinnati,- Ohio. 
New York: Elsevier. London: Cleaver-Hume. 1955, 
Pp. 265. 70s. 

For his study of the anatomy of the Glissonian and the 
hepatic vein systems, Dr. Gans cast the vessels in plastic 
material by injecting post-mortem specimens. These 
casts have indicated a fairly constant lobe system within 
the liver’ which does not entirely correspond with the 
external appearances of the organ; some fine photo- 
graphic reproductions illustrate this point, which is of 
importance to a surgeon contemplating partial hepatec- 
tomy. Because of the anatomical detail and the techno- 
logical style in which it is written, this book is more for 
reference than for reading. Surgery is dealt) with in 
general terms; physiology is not considered. 





Fractures of the Facial Skeleton 
N. L. Rowe, M.R&.c.s., F.D.S.R.C.8., and H. C. KiLiey, 
M.R.C.S., F.D.8. R.C.S., consultants in oral surgery, plastic 
and maxillofacial surgery unit, Rooksdown House, 
Basingstoke. Edinburgh: E. & 8. Livingstone. 1955. 
Pp. 923. £6. 
THE two principal authors of this imposing textbook 
are primarily dental surgeons, and they have been 
assisted by two anesthetists, four plastic surgeons, an 
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ophthalmologist, and an oral surgeon. This team has 
produced a splendid volume that covers virtually every 
aspect of maxillofacial injuries—a difficult and complex 
subject. 

Many clinical problems are fully explained and illustrated, 
includi..z gunshot- wounds, bead injuries, secondary bone- 


graft ad soft-tissue lacerations ; and the technical matters 
dise:.. d include the construction of metal cap splints and 
the vious methods of interdental wiring. There is an 


admirably terse chapter by Dr. G. J. Romanes on ophthalmic 
injuries, though in face of this contribution it is a pity to 
find support elsewhere for the fallacy that loss of periorbital 
fat causes “ an alteration of the pupillary level and a complaint 
of diplopia.” Best of all, there is a fascinating chapter on 
the diagnosis and treatment of residual] traumatic deformities 
by Sir Harold Gillies. 

An encyclopedic book is liable to lack balance, and some 
of this work’s copiousness is due to material which might 
well be compressed or omitted. The historical chapter runs 
to 50 pages, there is a long section on metallurgy and electro- 
lytic phenomena, the chapter on radiography and radiology 
occupies 46 pages, and there are over 40 line drawings 
illustrating how to insert and tie skin sutures. 


Nevertheless, this book is clear, persuasive, and com- 
prehensive, and it deserves to enjoy a special position in 
the maxillofacial literature of English-speaking countries. 


Medical Treatment of Mental Disease 

The Toxic and Organic Basis of Psychiatry. Danie. J. 
McCarTHY, M.D., LL.D., consulting neurologist, Phila- 
delphia General and Norristown State Hospitals ; 
KENNETH M. CorRIN, M.D., neuropsychiatrist, Wilmington 
General Hospital. Philadelphia: J. B. Lippincott. 
London: Pitman Medical Publishing Co. 1955. Pp. 
653. 96s. 

LAUDABLY eager to remind family doctors and young 
psychiatrists that ‘‘ there is much more to psychiatry 
than the purely psychological aspect,’ the authors go to 
the other extreme. They assert, without evidence, that 
all, or almost all, mental disorder is a matter of disordered 
chemical and physiological processes. 

They leave aside not only the dynamic or psycho-analytical 
psychopathology so prominent in most American textbooks 
of psychiatry, but also the findings of applied psychology, 
and they are evidently unaware of their own psychological 
assumptions. There is certainly a need for a well-informed 
American textbook that has not a strong psycho-analytical 
bias; but this book does not supply the need. 


A Classification for Medical and Veterinary Libraries 
Cyrit C. BARNARD, B.A., F-L.A., F.1.L., librarian, 
London School of Hygiene and Tropical Medicine. 
London: H. K. Lewis. 1955. Pp. 279. £4 4s. 


THE late Sir John MacAlister once said ‘‘ You can’t 
classify a medical library without doing more harm 
than good ”’; and many of those who have had to struggle 
with some of the schemes for keeping books in order 
would agree with him. In a large library the choice 
of a classification is one of the librarian’s biggest 
problems; and unfortunately some of the ingenious 
methods that have been devised are too complicated 
for everyday use. Universal schemes suitable for all 
libraries have been widely adopted in medical libraries 
because they often form part of a bigger library and 
because they must provide for books on non-medical 
subjects. Mr. Barnard has adopted the method which 
starts with the books themselves and builds up a 
classification to fit them. 

First published in 1936, the Barnard classification was 
originally devised for the London School of Hygiene and 
Tropical Medicine. No less than 8 of the 26 main divisions 
were allotted to bacteriology, parasitology, and medical 
zoology, classes which constitute less than a tenth of the 
stock of most medical libraries. The specialties of medicine, 
which may comprise nearly half of the stock of a medical 
libary, were all compressed into one main class. Mr. Barnard 
has now removed this bias by providing an alternative nota- 
The new arrangement is very ingenious and should 


2nd ed. 


tion. 
enable the scheme to be applied in libraries of almost any 
type. 

The main schedules of the classification have been 


thoroughly revised and brought up to date. In common 
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with al] the major schemes, the Barnard classification provides 
for further expansion and definition by means of auxiliary 
schedules and tables. 


No classification has been (or is ever likely to be) 
devised which will meet the needs of both genera] and 
specialised medical libraries, large and small; but the 
Barnard classification is an heroic attempt to provide 
one. It has already been adopted by more than thirty 
medical libraries, including those of the Royal College 
of Surgeons of England and the World Health 
Organisation. 


Maternal Emotions 


Nites NEWTON, PH.D., research associate in obstetrics, 
school of medicine, University of Pennsylvania. New 


York: Paul B. Hoeber. 1955. Pp. 140. $3. 


THE researches described in this monograph were 
concerned with women’s feelings toward menstruation, 
pregnancy, childbirth, breast-feeding, infant care, and 
other aspects of their femininity. Dr. Newton has had 
much experience as a psychologist, working in close 
association with her husband in the department of 
obstetrics and gynecology of Jefferson Medical College, 
and she records work done over nine years. Her own 
investigations have covered many of the subjects studied, 
but the references to other work are copious, though 
limited mainly to American sources. 

There is no doubt that Dr. Newton is anxious to show how 
important maternal emotion is for both mothers and children. 
She deplores the present progression of American women 
towards artificiality, and points to the evidence for the 
satisfaction to be gained from following Nature’s methods. 
She gives many useful facts on matters about which there has 
hitherto been endless argument based on untested assumptions. 
One instance is her tested finding that if a breast-fed baby 
takes his complementary feed (in American, “‘ supplemental 
feed ’’) from a spoon rather than a bottle, the length of the 
breast-feeding period will be doubled. 


There are plenty of stimulating ideas for students of 
obstetrics, natural childbirth, or breast-feeding, and 
many challenges to pursue or review their work more 
closely. For psychologists, there is a great deal of 
material in the various appendices setting out methods 
of approach to the patient. 


Radiographic Atlas of Skeletal Development of the Knee 


S. IpELL Py Le, px.p.; NormManp L,. HoEerRR, PH.D., M.D., 
department of anatomy, Western Reserve University 
School of Medicine, Cleveland, Ohio. Springfield, IL : 
Charles C. Thomas. 1955. Pp. 82. 3ls. 


THE work recorded in this book was undertaken to 
produce a standard of reference for the maturation of the 
knee-joint ‘‘ for clinical use by a tested inspectional 
method.”’ 


The authors have analysed the various changes in the radio- 
graphs of knees during growth, and they reproduce 29 plates 
which they consider illustrate the normal development of the 
joint. The general production of the book is excellent and 
the reproduction of the films adequate, but it is difficult to 
see where its practical value lies or who would find it useful 
apart from those interested in the minutiz of skeletal develop- 
ment. The changes from year to year in the growing knee 
seem too slight for confident differentiation, and they depend 
for their identification very much on the exact positioning of 
the joint, which may be surprisingly difficult. There are 
easier ways of estimating skeletal age than this. 


Textbook of Pharmacognosy (3rd ed. London: J. & A. 
Churchill. 1955. Pp. 578. 42s.).—Most drugs introduced in 
the past ten years have been synthetic, but among the new 
material now included in Professor Wallis’s well-known text- 
book are sections on Rauwolfia serpentina and Rauwolfia 
canescens, the sources of reserpine, on Ammi visnaga from 
which khellin is obtained, and on bentonite which is used in 
ointment and cream bases. For the rest, the third edition 
retains the lucid text and clear line drawings which have 
made the earlier editions deservedly popular with students 
and teachers alike. 
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Franol 


Trade Mark 


The three constituents of 
‘Franol’ combine to give 
effective symptomatic relief in 
chronic bronchitis which is so 
often given the diagnostic 
label of “asthma and bronchitis”’, 
The theophylline and 

ephedrine help to control the 
cough by their antispasmodic action 
and to relax the bronchial 
musculature. The ‘Luminal’ brings 
undisturbed rest at night and 
relieves the feeling of 

tenseness and anxiety which 


often attends these conditions, 


BAYER PRODUCTS LTD: NEVILLE HOUSE - KINGSTON-ON-THAMES - SURREY 
Associated export company: WINTHROP PRODUCTS LIMITED. 
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CORTISTAB ana 
HYDROCORTISTAB 


preparations 
now freely available on prescription 


These products are manufactured in Great Britain at our 
extensive plant, designed for the large scale production 


of corticosteroids. 


CORTISTAB (corTIsONE ACETATE) 
TABLETS 25 mg. Bottles of 40, 100 and 500. 
INJECTION 25 mg. per ml. Vials of 10 ml. 
EYE DROPS 1% Bottles of 3 ml. 
EYE OINTMENT 1% Tubes of 3 G. 


HYDROCORTISTAB (HypDROcORTISONE) 
TABLETS 20mg. Bottles of 100. 


INJECTION (Intravenous) 5 mg. per ml. for intravenous 
injection after dilution. Ampoules of 20 ml. 





INJECTION (local) 25 mg. per ml. Hydrocortisone acetate 
suspension. Vials of 5 ml. 
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The Strategy of Medical Research 

MEDICAL research in the United States—its achieve- 
ments and prospects—is reviewed in two fascinating 
volumes from the American Foundation.! The second, 
in discussing the investigation of some of the major 
problems of the coming half-century, such as virus 
diseases, atheroma, hypertension, rheumatic disorders, 
and cancer, is lucid and readable ; but the first volume 
may ultimately be more important, with its account 
of the activities of research institutes and the 
organisation of work within them. Almost every 
facet of the complex that makes for medical advance 
is examined in a study which has been in process 
for fifteen years and may have as much influence on 
American medical research as FLEXNER’s reports of 
forty years ago had on American medical education. 

In organising research the first need is to recognise 
the born investigator. We have only to think of 
CHARLES SHERRINGTON, J. 8S. HALDANE, and their 
peers, to appreciate that sustained continuity of 
effort towards a single major objective characterises 
the work of really outstanding men. They usually 
bring to this work a wide knowledge based on their 
academic quality, and some early diversity of research 
interest supplies a breadth of biological and technical 
experience before they settle down to the task which 
they make their own. The great discoveries often 
come from observing the significance of some 
unexpected finding, which turns up in the pursuit 
of some apparently commonplace inquiry. The 
chance observation of glycosuria in depancreatised 
dogs led to insulin, the accidental fogging of a photo- 
graphic plate gave us X rays, and the initial discovery 
of penicillin was the result of chance acting on “ the 
prepared mind.” Hence the danger, to which 
Wiacers ? calls attention, of research ‘“ by proxy ”’ 
in which technicians and junior assistants do the 
laboratory work: in his own circle of acquaintance, 
WIGGERS says, at least three Nobel laureates did their 
own technical work with their own hands. It is only 
the inspired investigator, with a feeling for finer 
detail, who is likely to perceive the potential interest 
of the unexpected laboratory finding. Gauss, when 
he was once asked how he had become the greatest 
contributor to mathematical thought, answered simply 
‘* By thinking about it all the time.” 

The growth of team-work, so necessary in the use 
of our increasingly complex technologies, brings its 
additional problems. There are the difficulties of 
integrating into a medical team scientists who may 
not have had even a biological training and are apt 
to be baffled by the vagaries of living patients and their 
diseases. Again, such may be the difficulties of 
resolving jealousies between members of the team, 
and of making use of the total brain-power of the 


1. Medical Research: Mid Century Survey. Vol. 1, pp. 797. Vol. u, 
pp. 772. Published for the American Foundation by Little, 
Brown & Co., Boston and Toronto, 1955. Price $15 the set. 

2. Wiggers, C. J. Circulation Res. 1953, 1, 475 
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group, that successful leadership is often as much an 
exercise in social and personal relationships as it is in 
science. 

The American writers make a strong plea for the 
promotion of fundamental as opposed to applied 
research—a plea the more necessary because problems 
of immediate importance are more likely to appeal to 
the laity, who in one way or another must foot the 
bill. It is curious that in the United States, the 
wealthiest country in the world, medical schools 
seem to have financial troubles as great as or greater 
than our own. At least half of them are said to have 
budget deficiencies, or to need large sums to keep 
up their standards; and yet there are immensely 
wealthy foundations in a position to spend money 
on a lavish scale. (Perhaps it is not entirely fortuitous 
that, since these volumes were written, the Ford 
Foundation has announced its intention to make a 
grant of 500 million dollars to the American medical 
schools and associated institutions.) Sometimes, of 
course, the money given by the public can be used 
only in some specific direction, such as cancer, 
psychiatry, and poliomyelitis; and the public does 
not necessarily give most generously to the most 
necessary purposes. (A child with a crutch elicits 
more financia] sympathy than a man with a hearing- 
aid, though deafness may be a much greater total 
national physical handicap.) During years of intimate 
contact with investigators, research foundations 
become more sensitive to actual scientific possibilities ; 
but unfortunately they do not pool their experience, 
and one after another they spend eight, ten, or more 
years in finding out the disparity between paper 
planning and actual needs. Some of the bodies 
financing research are apt to think in terms of 
immediate practical return for money spent; but 
others, of which the Markle Foundation * gets special 
commendation, concentrate on helping promising 
men to enter the academic field. 

The pattern of research is influenced also through 
direction of government funds, State and Federal. 
The richer States can afford to give their State 
universities greater freedom, but others insist to a 
greater or less extent on using the university as a 
‘local service station.”” Thus in the dairy State 
of Wisconsin about two-thirds of the problems under 
study are connected in some way with the economic 
needs of the State: an example is the study of 
enzymes concerned with the ripening of cheese. 
To suggest that such applied research is not fruitful 
would be wrong : it has led, for instance, to the under- 
standing of sweet-clover disease of cattle which had 
caused bleeding and death of whole herds, and from 
this to the trial of dicoumarol as an anticoagulant 
in medicine. Indeed, direct governmental inter- 
ference in research has led to many excellent advances. 
On the other hand, control by politicians has obvious 
dangers. The recent outbreak of political nervous- 
ness in the U.S.A. has apparently caused on occasion 
the abrupt withdrawal of research grants because of 
unspecified political suspicions; and the authors 
of this survey recognise that research and the freedom 
of speculation which go with it cannot flourish in 
such an atmosphere. 

America has immense 
intellectual as well as financial. 


3. See Lancet, 1955, ii, 1348. 


resources, technical and 
Research is done in 





30 THE LANCET] LEADING 


university medical schools and allied institutes like 
the Massachusetts Institute of Technology, under 
various Foundations (some with their own independent 
institutes, Jike the Rockefeller), in self-supporting 
clinics like the Mayo, in the pharmaceutical and 
chemical industries, and under the xgis of scientific 
societies and voluntary health organisations. In 
spite of unevenness and difficulties of integration, 
medical research proceeds in an immense productive 
flood. In this country our resources are meagre in 
comparison. Nevertheless perusal of this work should 
make us appreciate the value of our system by which 
grants to the universities and Medical Research Council 
are made through the Privy Council and are thus 
beyond any ill-informed or undesirable political 
pressures. Also, while we should all welcome more 
money through private benefactors and _ research 
foundations, we may recognise that from such sources 
it may come with too many strings attached. Money, 
as JoHN M. Russet ® says, can sometimes do harm. 


Hypertrophic Pulmonary Emphysema 

THE essential features of hypertrophic pulmonary 
emphysema are loss of pulmonary elasticity and the 
disappearance of alveolar septa, but despite intensive 
investigation in recent years no decisive information 
about the precise causes has so far emerged. Some 
hypotheses, such as deficient blood-supply to the 
elastic tissue of the lung and over-stretching of the 
lungs because of a barrel-shaped thorax, do not now 
seem worthy of consideration ; and the long-cherished 
view that emphysema was especially common in glass- 
blowers and players of wind instruments was given 
its quietus by CuristIe * in 1939. The suggestion 
that an inherent defect of elastic tissue is responsible 
for emphysema ° is hard to disprove, but any hypo- 
thesis should take into account the almost invariable 
association of hypertrophic emphysema with bronchial 
diseases such as chronic bronchitis or asthma. Cough- 
ing and obstruction to air-flow have been put forward 
as relevant factors. Coughing does not seem likely 
to produce loss of elasticity from overdistension of 
lung tissue ; certainly in the expiratory phase, when 
the glottis is closed, the intrathoracic pressure rises 
abruptly as the lungs are squeezed by the thoracic 
and abdominal musculature, but the pressure on 
either side of the alveolar septa must be equal, except 
in the less supported apices, which may bulge out- 
wards. Again, during the deep inspiration which 
follows the expiratory phase, the lungs are no more 
distended than they are in the course of physical 
exercise regarded as beneficial. Nevertheless, as 
CHRISTIE * has pointed out, it may be that the violent 
pressure changes to which the delicate alveoli are 
subjected during persistent coughing may lead event- 
ually to loss of pulmonary elasticity ; and in that 
event the lungs would increase in volume and the 
thoracic cavity would undergo the familiar enlarge- 
ment to accommodate their increased bulk. But it 
is difficult to produce satisfactory evidence in proof 
or disproof of this contention, because patients with 
persistent cough almost invariably have some bronchial 
affection producing increased resistance to air-flow ; 


4. Christie, R. V. Edinb. med. J. 1939, 46, 463. 

5. Villemin, J. A. Arch. gén. Méd. 1866, 118, 385. 

6. Christie, R. V. Diseases of the Chest. London, 1952; vol. m, 
», 101 
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and many believe this is the important factor in the 
genesis of emphysema, as well as a consequence of it. 
This resistance to air-flow is greater in expiration, and, 
as an attack of bronchial asthma clearly shows, air 
may be trapped in the lungs. Even so, provided that 
air is distributed equally to the alveoli, the lung tissue 
will not be unduly stretched. It is certain, however, 
that in conditions like chronic bronchitis and asthma 
the obstruction is greater in some bronchioles than 
others, and GoRDON ” suggested that during inspira- 
tion alveoli supplied by normal or less obstructed 
bronchioles would have to accommodate not only 
their normal quota of air but also an extra amount 
to compensate for that which had failed to pass 
through the more obstructed bronchioles. Under 
these circumstances, although the total volume of air 
in the lungs would not be excessive, some of the 
alveoli would be grossly overdistended, and repetition 
of this process might lead to rupture and loss of 
elasticity. This theory of compensatory overdistension 
is supported by the pathological finding that in 
emphysematous areas of lung the associated bron- 
chioles as well as the alveoli are dilated,* ® and by 
the persuasive, if indirect, experimental evidence 
reported by Meap et al.,® to which we recently 
drew attention.!® 

It is possible, however, that further work on the 
etiology of hypertrophic emphysema may illustrate 
the complexity of the subject rather than indicate 
any simple solution: this has certainly been the case 
in the matter of diagnosis. FLETCHER,Y showed that 
physical examination is an unreliable guide, and 
Kwnort and Curistie !? demonstrated that radiological 
prediction may also be fallacious. It is necessary, 
therefore, to have recourse to the techniques of applied 
respiratory physiology, but it is uncertain at present 
which are the best and most practical ones. The 
test which has generally been regarded as most 
informative is the determination of the proportion of 
residual volume to total lung capacity ; and a ratio of 
more than 35° is usually taken to indicate emphy- 
sema. But it is known that higher figures may be 
reached in older people without emphysema, and the 
test is too laborious for routine clinical use. A reduced 
vital capacity is generally recognised as of little value 
in the diagnosis of emphysema, yet, as DoNALpD ™ has 
pointed out, the ratio of residual volume to total lung 
capacity may not be much better, since the total lung 
capacity in many cases of emphysema is not appreci- 
ably increased, and is made up of vital capacity plus 
residual volume. DonaLp said that if he were 
forced to diagnose the presence or absence of emphy- 
sema on the results of a single test he would choose 
the maximum breathing capacity (M.B.c.)—the amount 
of air the patient can move in and out of the chest 
in one minute—despite the difficulty of excluding false 
positives due to reversible bronchospasm. It is inter- 
esting, therefore, that the M.B.c. and the ratio of 
residual volume to total lung capacity are among the 
tests lately assessed by Curtis et al.!4 in the diagnosis 


Dis. Chest, 1944, 10, 180. 
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Medicine, Baltimore, 1934, 
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8. Kountz, W. B., Alexander, H. L. 


13, 251. 

9. Mead, J., Lindgren, I., Gaensler, E. A. J. clin. Invest. 1955, 
34, 1005. 

10. Lancet, 1955, ii, 810. 

11. Fletcher, C. M. Proc. R. Soc. Med. 1952, 45, 577. 

12. Knott, J. M. S., Christie, R. V. Lancet, 1951, i, 881. 

13. Donald, K. W. Brit. med. J. 1953, i, 415. 
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of early emphysema. They estimated the M.B.c. in 
328 patients with pulmonary disease (tuberculosis in 
most cases) for which pulmonary resection was later 
carried out. Suitable specimens for study were 
obtained at operation in all but 3 of these cases, and 
emphysema was demonstrated in 150. The M.B.c. 
was considered abnormal when the volume was 95°, 
or less of the predicted value and when, in addition, 
elevation of the spirogram indicated trapping of air. 
On these criteria, the M.B.c. was abnormal in 92 
(61%) of the 150 cases of proved emphysema, but it 
was also abnormal in 22 (12%) of the cases in which 
emphysema was not demonst”** In some patients 
with emphysema, the spirogr. ‘sised, although 
there was no apparent reductic: > volume of the 
M.B.C.; and this evidence of air upping came to be 
considered the more significant factor. The ratio of 
residual volume to total lung capacity was determined 
in 48 patients with. proved emphysema, but in only 
17 severely affected’ patients did it amount to more 
than 35%, of the total lung capacity, and this test 
therefore failed as a useful indication of early emphy- 
sema. The timed vital capacity (T.v.c.), a test in 


_which prolongation of expiration is indicated by 


measuring the proportion of the vital capacity which 
can be expired in a given time, was performed in 
113 patients, 79 of whom had proved emphysema. 
A two-second T.v.c. of 90°% or less was considered 
abnormal, and this was found in 71 (90°) of the 79 
patients with emphysema and in 18 (53%) of the 
others. A test devised by ComRoE and Fow.er !° to 
detect uneven alveolar ventilation during a single 
breath of oxygen was used in 114 patients, of whom 
70 had proved emphysema. A rise of nitrogen in the 
expired breath to more than 2°%, was regarded as 
abnormal. This test was abnormal in 59 (84%) of 
the patients with proved emphysema and in 20 (46°) 
of the others. The most sensitive indication of 
emphysema was a combination of prolonged T.v.c., 
elevation of the spirogram to hyperinflation level 
during the M.B.c. test (whether or not the M.B.c. was 
apparently reduced), and a rising curve of alveolar 
nitrogen after a single breath of oxygen. 

These tests are, of course, by no means specific and 
their practical value will have to be further assessed ; 
but they are all easy to perform, and the first two do 
not require expensive apparatus. Any work which 
may help the clinician to gather some fruit from the 
physiologist’s tree of knowledge is certainly welcome. 


Soil, Water, and Cancer 

In 1947, Stocks '* noticed a peculiar distribution of 
deaths from cancer in Greater London which he could 
not explain by differences in age-groups, social con- 
ditions, or number of hours of sunshine. This led him 
to observe that the four London boroughs supplied 
largely by well water had lower cancer mortalities 
than most of the boroughs supplied by river water. 
Stocks and his colleagues are continuing their inquiry, 
into the possible relation between what might be 
called the geological conditions of habitation and 
cancer mortality, in the North Wales area. They have 
demonstrated an association between an increased 


15. Comroe, J. H.jun., Fowler,W.S. Amer. J. Med. 1951, 10, 408. 

16. Stocks, P. Regional and Local Differences in Cancer Death-rates 
London, 1947. General Register Office, Studies on Medical and 
Population Subjects, no. 1 
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mortality from cancer of the stomach in Anglesey and 
residence on a particular soil group,!7!8 though this 
association was less definite for agricultural workers. 
The soil in question, because of the equable distribu- 
tion of moisture at all levels and at all seasons, has 
a continuous period of plant growth and biological 
activity, whereas soils not associated with an excessive 
cancer mortality are subject to late spring or summer 
drought due to shallowness or rapid drainage, or 
they have a long wet season because of poor drainage. 
Earlier work !* in North Wales and elsewhere suggested 
that the high organic content of cultivated soils was 
associated with increased cancer mortality. 

To overcome the great shortage of drinking-water 
in the Netherlands, schemes have been suggested for 
the introduction of river water as the main source of 
supply. Tromp,” aware of Srocks’s ideas, took note 
of these plans and decided to study the relation 
between the physicochemical properties of drinking- 
water and cancer mortality. In Holland, the highest 
total cancer death-rate for all sites had been found 
amongst municipalities supplied by river water,”! and 
where the water had a high SiO, and low manganese 
and natron content. Further studies suggested that 
a high manganese content of the drinking-water is 
associated with lower cancer frequencies. Recently, 
Tromp and Direui*™ have extended their work to a 
more detailed study of the relation between soil and 
cancer mortality and especially cancer of the stomach. 
The period studied was 1900-40. The average cancer 
mortality (all sites together) per decade for persons 
over 50 years of age was ascertained for the seven 
principal soil types in the Netherlands. These soils 
range from the acid reclaimed and poorly drained peat 
soils, through sandy soils, to the more alkaline river- 
clay type. The highest cancer death-rate was found 
in municipalities situated on peat and reclaimed peat 
soils and the lowest on river-clay soils. Thereafter, 
for the period 1946-52, they studied the total numbers 
of deaths from cancer of the stomach in men over 
the age of 50 living in municipalities on the various 
soil types. As in the case of cancer in all sites, it was 
found that there was a lower mortality from cancer of 
the stomach, at all ages, among people living on river- 
clay soils and a higher mortality among those on peat 
soils. Moreover, the order of frequency in relation 
to soil was, with one exception, similar to that of 
cancers of all types. 

Tromp and Dienst conclude that the association 
between soil type and cancer mortality is a real one. 
They feel that they have eliminated differences in sex 
and age grouping which might influence such a relation- 
ship. They also considered the question of differences 
in type and character of the municipalities (for instance, 
rural, semi-rural, and urban) which might have 
affected the figures. Regarding genetic and racial 
factors, they say that no obvious correlations have 
been found in the department of anthropogenetics of 
the Netherlands Institute of Preventive Medicine 
between soil units and racial groups. Nevertheless, in 
17. Davies, R. I., Wynne Griffith, G. Brit. J. Cancer, 1954, 8, 56 
18. Wynne Griffith, G., Davies, R. I. Ibid, p. 594. 

19. Legon, C. D. Ibid, 1951, 5, 175; Brit. med. J. 1952, 

20. Tromp, 8. W. Brit. J. Cancer, 1954, 8, 584. 

21. Diehl, J. C., Tromp, 8. W. Foundation for the Study of Psycho- 
physics. First Report on the Geographical and Geological 
Distribution of Carcinoma in the Netherlands. Ocgstgeest, 
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view of the work #24 which has shown that cancer 
of the stomach is commoner among people of blood- 
group A and is particularly rare in those of group O, 
they suggest that a study of the blood-groups in the 
Netherlands municipalities would be relevant to this 
question. They are not prepared to speculate about 
the causes of the observed correlation between soil and 
cancer, except to point out that traces of metals in 
soil, drinking-water, and food (which in the smaller 
municipalities is mostly locally grown) would be 
sufficient to disturb enzyme balance ; and they seem 
to have made a start in searching for such trace 
elements. The labour involved in the search will 
be prodigious. 

All these considerations bring us back to the old 
question of how firm can be the conclusions drawn 


23. Aird, 1L., Bentall, H. H. Brit. med. J. 1953, i, 799. 
24. Kester, K. H., Stndrup, E., Seele, V. Lancet, 1955, ii, 52. 


ANNOTATIONS 


[JAN. 7, 1956 


from death-certificates. The Dutch workers believe 
that registration of deaths in Holland is accurate, 
partly because the secrecy of death-certificates is 
assured and partly because the mortality data are 
collected by a very competent organisation, the 
Netherlands Central Bureau of Statistics. They assert 
that, except in the largest cities, the population does 
not migrate much and that doctors and hospitals do 
not vary in competence or facilities in different parts 
of the country. We can agree with all these arguments, 
but there still must be many inaccuracies in death 
certification without post-mortem examination (and 
even with it). Despite the evidence of a fairly stable 
population, changes in habitation must be considerable 
during a long life and with easy means of transport. 
Perhaps the strongest argument in favour of a soil- 
cancer relationship is its demonstration in two com- 
munities as widely separated as Anglesey and Holland. 
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MYXOMATOSIS 

SINCE October, 1953, man and the rabbit-flea (Spilo- 
psyllus cuniculi) have contrived to spread myxomatosis 
through the lenzth and breadth of the land. Pockets of 
countryside have escaped entirely ; in other areas the 
pestilence bas passed and the few survivors are beginning 
to re-stock the warrens; but in most farming counties 
foxes make do with rats, field-voles, and even vegetable 
matter, while buzzards lack the rabbit-meat they need 
to produce the normal 2-3 eggs. Some of these changes 
were discussed not long ago at a meeting of the Mammal 
Seciety of the British Isles!; but we must recognise 
that the entry of myxoma virus has redrafted the 
ecological play, and we are watching only the opening 
scene, 

Fleas feed on the head and ears of rabbits, and in this 
country the rabbit-flea is the most important vector of 
the virus. Its range is short and it probably cannot 
spread the disease more than a few miles each month : 
in Kincardineshire, for example, there were many 
infected rabbits only a few hundred yards—but on the 
far side of a stream—from a single focus deliberately 
introduced some months earlier. In Australia myxoma- 
tosis takes wing on mosquitoes, but here only Anopheles 
maculopennis atrovarus, which may carry virus for six 
months, is a possible vector. Nor can infection be readily 
induced by mechanical contact, or by contaminated 
grass or vegetables ; and this, no doubt, largely accounts 
for the absence of the disease in backyard and animal- 
house. The virus still maintains its extraordinary host- 
specificity, and, apart from a few brown hares, rabbits 
are the only mammals known to have been naturally 
infected. 

Our wild rabbit has qualities that will almost certainly 
ensure its survival ; but a virus-resistant strain has not 
yet emerged, and, though immune rabbits have been 
bred, their progeny are normally susceptible. On the 
other hand, attenuated field strains of virus are well 
known, particularly in Australia but also in France, and 
recently recovered immune rabbits have been picked up 
over an area of 50,000 acres in the Dukeries in Notting- 
hamshire. This attenuated strain is said to kill only about 
half its victims, compared with the 99° mortality by 
the strain prevalent elsewhere. So far this seems to be 
an isolated instance ; but, should the attenuated strain 
spread or appear in other areas, both myxomatosis and 
hordes of rabbits may be permanently with us. To 
avoid this and to increase food-supplies, the Minister of 
Agriculture is pressing on with the designation of rabbit- 


1. See Nature, Lond. 1955, 176, 1155. 


clearance areas in which occupiers of the land must 
destroy the rabbits or, if this is impossible, prevent their 
causing damage. There is strong financial inducement to 
farmers to carry out the provisions of the 1954 Pests 
Act, for conservative estimates for England and Wales 
show that last year the grain yield in rabbit-free areas 
was raised by about two hundredweight an acre 
equivalent to something over £10 million sterling. These 
are immediate returns, but the eventual gains could be 
much more striking. For those with only an eye for the 
countryside, ash and oak saplings are beginning to appear 
where they were scarcely seen before, gorse is shooting 
prodigiously, grasses are higher, and wild flowers such as 
cowslip and rock-rose, and even the rarer orchids, have 
bloomed unexpectedly. 


CHEMISTRY AND ACTION OF ANTIBIOTICS 


Tue structure of antibiotics and the way in which they 
work have lately been reviewed by Regna ! and Umbreit.? 
The term ‘“‘ antibiotic ’’ has come to refer to any chemical 
substance produced: by a micro-organism which can 
inhibit the growth of, or otherwise destroy, other bacteria 
or micro-organisms. By this definition, the first 
antibiotic was penicillin. In the molecule of penicillin 


the side-chain R can have various contigurations 
such as benzyl, pentenyl, 
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erystallographic 
analysis of the molecule,’ after organic chemists, both in 
Great Britain and in the United States, had been unable 
to decide between two possibilities. Biosynthetic path- 
ways * have been used to vary the group R, and other 
clinically useful preparations have been devised by salt 
formation with the free-acid group of penicillin (the 
procaine, chloroprocaine, and ephenamine salts, for 
example). Penicillin seems to be adsorbed to and thereby 
deactivates a specific component of the cell wall of the 
bacterium. This inactivation appears to lead to a 
disturbance in the synthesis and metabolism of the 
nucleic acids,® and this causes, in turn, disturbances in 


1. Regna, P. P. Amer. J. Med. 1955, 18, 686. 

2. Umbreit, W. W. Jbid, p. 717. 

3. Crowfoot, D., Bunn, C. W., Rogers-Low, B. W., Turner-Jones, 
\. In The Chemistry of Penicillin (edited by Clarke, H. T., 
Johnson, J. R., Robinson, R.). Princeton, 1949; p. 310. 

4. Behrens, O. K. Ibid, p. 657. 

5. Few, A. V., Cooper, P. D., Rowley, D. 
169, 283. 

6. Gale, E. F. Symposium on Mode of Action of Antibiotics, 
2nd Int. Cong. Biochem. Paris, 1952. 
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amino-acid enenatetion and protein synthesis.7& But 
a more detailed understanding of the action of penicillin 
is still lacking. 

The combination of the unusual 4-membered lactam 
ring and a hitherto unknown «-amino-acid in the penicillin 
molecule suggested that other antibiotics, as they were 
discovered, were likely to have structures differing 
unexpectedly from any of the known groups of natural 
products. This feeling has been amply justified. Strepto- 
mycin was shown ® to contain 3 separate moieties (strepti- 
dine, streptose, and N-methyl-L-glucosamine) joined by 
glycoside linkages. The guanidine residues in streptidine 
recall the active antimalarial drug proguanil (‘ Palu- 
drine ’) and the biologically important guanine, which is 
contained in nucleic acids; streptose and the L-gluco- 
samine fragments had not previously been encountered 
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selabed to D- sevenee and is an absolute requirement for 
antibacterial activity. Chloramphenicol is also unique 
among antibiotics used clinically in that it can be syn- 
thesised on a commercial scale.!® A clinically useful 
chemical derivative is obtained by esterification of the 
primary alcoholic group with palmitic acid.1? This ester 
is slowly hydrolysed in the duodenum, releasing the 
active principle and thereby providing long-sustained 
therapeutic blood-levels.. Practically nothing is known 
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from natural sources. The cultures of Streptomyces 
Pi i i wnieieaiien (aureomycin ) sauieaale eaneioueh 
NH H NH— CY 
Ss me <a oS aC wi —c—nn— =n Ste . | . 
‘Zou WN: Proavanil cn” about the mode of action of chloramphenicol, 
iN a7 3 Neus but interference with amino-acid formation 
os and metabolism is probably not the initial 
reaction. 
Xc% Nc reac 
S eernsthions i >, The tetracycline antibiotics, to which chlor- 
S, H pe H M c tetracycline (aureomycin) and oxytetracycline 
& QJ NH (terramycin) belong,'® all possess a nucleus 
& on H i of 4 partially hydrogenated 6-membered rings 
x cH; C——C OH and are produced by species of streptomyces. 
S i a ° wr? _ 
7, OH fe) Guanine The mode of action of this group is un- 
Streptose CH3 known. The members of another group, 
H i. eo ~— which includes the various tyrothrycins, 
: aa it rramicidin, and’ bacitracin, have structures 
oH C—o / 4 gramicidin, and’ bacitr » have | 
'/cu.on \ one CH — CHOH ~CH2 —CH ?* with which the organic chemist is already 
KH NH.CHy 77 CH—CH2 CH2—cO familiar. The family of polypeptide anti- 
H “C——C* H CH biotics which are usually cyclic in structure 
i 3 ee a : ; 
OH OH Actidione do, however, contain various amino-acids 
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griseus which produce streptomycin produce some closely 
related antibiotics (mannosido-streptomycin,!® hydroxy- 
streptomycin !) and also actidione !* which, although inac- 
tive against bacteria, is useful for its action against fungi. 
In contrast to penicillin, streptomycin can be shown to 
react with a variety of cellular constituents. It forms a 
complex with proteins and nucleic acids, with subsequent 
alteration in the surface charge on the bacterium, and 
it inhibits several enzyme systems.’ Of these, the oxal- 
acetate-pyruvate system appeared to be an important 
seat of action ; and it was found that the formation of 
a hitherto unknown metabolite, 2-phosphe-4-hydroxy - 
4-carboxyadipic acid,'* from a dicarboxylic acid and 
pyruvate was inhibited by streptomycin at dilutions 
comparable to those required to inhibit growth. 
Chloramphenicol has unusual chemical features.'5 
NH. CO. CHCI2 The molecule contains 
i a nitrobenzene frag- 
nor >-cn(on)—Ex—cH.0 ment and an amide 
derived from dichloro- 
Chloramphenicol acetic acid. Although 
both of these compounds had been known to generations of 
organic chemists, the isolation of chloramphenicol was 
the first indication that they could be natural products. 
The stereochemical configuration of the side-chain is 
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in the p- (or ‘‘unnatural’’) configuration. 
For example, tyrocidine A is believed to be 
composed of the following amino-acids in a cyclic 
configuration }° ; 
—L- ornithine-L- leucine—p- phenylalanine-t- proline— 
L- phenylalanine—p- phenylalanine—L- tyrosine-L- valine 
- * - ! 
It is interesting that oxytocin, the*oxytocie principle of 
the posterior pituitary, is also a cyclic polypeptide.?° 
The structures of erythromycin and carbomycin, two of 
the newer antibiotics, are not known in full; but degrada- 
tions have been reported,”! suggesting a partial structure 
for erythromycin. 
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The question of how an antibiotic acts and the prob- 
lems of bacterial resistance 2? are closely related. It is 
probable that bacterial resistance does not necessarily 
arise as a result of the action of the drug, but that there 
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are natural mutants which are able to develop and 
multiply under conditions fatal to the wild type. This 
resistant strain can then be expected to develop mutants 
which are as well fitted for survival as the original strain. 


PREVENTION OF JUVENILE DELINQUENCY 


So far most attempts to deal with juvenile delinquency 
have concentrated upon the established condition— 
correction rather than prevention. Yet bad social and 
economic circumstances need equal attention, and we 
therefore welcome a report! recently published by the 
City of New York mayoral office which describes a 
concerted and planned approach, at municipal-authority 
level, to the prevention of delinquency. These measures 
were based upon sound preliminary research into the 
backgrounds most likely to promote delinquent trends 
among young people in New York. It was recognised, 
for example, that there is a need for more guidance and 
friendly supervision of certain adolescents in their 
recreational pursuits, and for the education of their 
parents in handling emotional problems within the family 
group. The report therefore provides for more trained 
workers in the youth-club movement and at community 
centres on certain housing estates. The juvenile liaison 
department of the City Police Service is also to be 
augmented to provide more staff for informal contact 
with the youth in vulnerable districts. In education, the 
report proposes the formation of a pool of senior school 
teachers, experienced in handling pre-delinquent child- 
ren, and they will circulate among schools in “ difficult ”’ 
localities. Certain disabilities, such as backwardness in 
reading, are associated with delinquency in children of 
potentially normal intelligence, and the report there- 
fore advocates wide extension of remedial coaching to 
counteract this tendency. Under-privileged senior school 
stndents, who might otherwise drift into unsavoury 
associations, are to be encouraged to complete their 
education, if necessary while working half-time in private 
industry at prevailing wages. The programme for 
advising and guiding parents, though parent-teacher 
associations, is to be extended by means of informal 
evening discussion-groups, led by experienced counsellors. 

These proposals do not depart radically from prev ously 
accepted principles. No specific proposal is new, and 
indeed similar provisions, on a mere limited scale per- 
haps, already exist in many places in this country. What 
is noteworthy, however, is the degree of coérdination : 
the report advocates the formation of an independent 
planning committee, which will assess the results of the 
new drive, so that promising developments can be given 
further scope, and duplication of effort may be avoided. 
It is in codrdination that the report’s lesson lies. 

The New York plan is an expensive one and it would 
be hard to get approval for spending so lavishly on a 
comparable scheme for London, for example. But it 
should be possible, without ruinous cost, to do more in 
support of a vigorous codrdinated policy of prevention 
in this country ; and it is good to read in Dr. J. A. Scott’s 
report op the health of London in 1954 that steps are 
being taken to bring into effect the main recommend- 
ations of the 'L.C.C. study group on preventive mental 
health in the maternity and child-welfare services.? 
What is in faet needed is not so much new services 
as a re-orientation of existing ones and their closer 
collaboration to avoid overlapping. Sir Basil Henriques, 
in his Peter Le Neve Foster lecture to the Royal 
Society of Arts last April,’ made substantially the 
same point, when he referred to the need for a com- 
posite child-welfare office in every town and in every 


l. Perspectives on Delinquency Prevention. By HENRY EPSTEIN, 
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York, Office of the Mayor, New York, 7, N.Y. Pp. 66. $5 for 
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district of cities, to contain the headquarters of all 
statutory and voluntary bodies dealing with the welfare 
of children. Sir Basil’s concept of a Ministry of Juvenile 
Welfare, combining the children’s departments of the 
Home Office, the Ministry of Education, the Ministry of 
Labour Youth Employment Council, and the Ministry of 
Health, is not perhaps so fanciful in the light of the New 
York report: it might simply be a national extension 
of the coérdination that New York is seeking on a 
municipal scale. 


HYDROCORTISONE FOR URETHRAL STRICTURE 


In recent years improved treatment of urethritis has 
greatly reduced the incidence of inflammatory stricture 
of the urethra ; and, by comparison, traumatic stricture, 
whether from injudicious instrumentation, long-continued 
catheterisation, or other causes, has become more 
significant. As urethral strictures, whatever their cause, 
are notoriously hard to treat, there is always a strong 
incentive to try any novel means of dealing with them. 
In advocating local treatment with hydrocortisone, 
Bonner and his colleagues ! in Boston base their method 
on the ability of hydrocortisone to diminish proliferation 
of fibroblasts in wounds and on its fibrolytie activity 
which they observed in established scar tissue. They first 
dilated the stricture as far as possible without danger 
of rupture, and then an aqueous suspension of hydrocorti- 
sone was injected into the stricture at two points on its 
circumference. Meatal strictures were injected directly 
with a small hypodermic needle, and those more deeply 
placed were located through an endoscope (under local 
or general anwsthesia) and injected with a special needle 
of suitable length. The procedure had generally to be 
repeated once or twice later, according to the response. 
18 urethral or meatal strictures were dealt with success- 
fully in this way. 

Compared with existing methods of treatment, the 
results recorded by Bonner et al. are remarkable. Much 
improvement undoubtedly followed the injections in 
several long-standing and resistant strictures ; but nearly 
half the patients in the series had recent meatal lesions 
which might have done well without hydrocortisone. 
Moreover, cortisone treatment of other lesions of the urin- 
ary tract (such as chronic interstitial cystitis, Hunner’s 
ulcer, and Peyronie’s disease) has not borne out its early 
promise, and it would be premature to believe that 
hydrocortisone is a big advance in the treatment of 
urethral stricture. 

RISKS OF BOXING 


SPEAKING to medical officers of the London Amateur 
Boxing Association on Dec. 5, Dr. Edwin Clarke said that 
the 6 deaths of amateur boxers since the war have all 
been from intracranial hemorrhage; and the meeting 
recommended various precautions—that rubber floors 
should always be used for boxing shows; that a doctor 
should be allowed to assess the injuries of boys who 
have been stopped during a bout; that ‘‘ all cases of 
prolonged ‘unconsciousness or amnesia after a head 
injury should be sent immediately to hospital-by ambu- 
lance ’’ ; and that the medical oflicers should be provided 
with forms on which to notify the boxer’s own doctor of 
any injuries received, so that treatment may be con- 
tinuous. The negative results of electro-encephalography 
in 11 cases were held to show that ‘‘ the policy of at 
least four weeks’ rest from boxing after a severe head 
injury is paying dividends.” 

A few years ago, in reporting rules made by the New 
York State Athletic Committee,? which include the 
attendance of a doctor at the ringside who can if necessary 
advise the referee to stop the fight, we took the view 
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that it is virtually impossible to detect a potential 
candidate for intracranial hemorrhage ; and we pointed 
out that though early signs and symptoms of traumatic 
encephalopathy (‘‘ punch drunkenness’’) may be dis- 
covered in veteran professionals, it is rare in amateur 
boxers. Electro-encephalography has been used _ to 
detect early brain damage,* but the results are by no 
means conclusive and there would be serious difficulties 
in enforcing this investigation as a routine in amateur 
boxing. 

Many people, while agreeing that professional boxers 
are liable to severe injuries, especially after they reach 
30 years of age, maintain that amateur boxing is relatively 
safe; but Doggart,4 who describes the eye injuries 
sustained by boxers, stands four-square against both 
forms of the sport. ‘*‘ Medical supervision,’’ he remarks, 
‘cannot alter the anatomy of the human skull or lessen 
the delicacy of those organs which subserve our highest 
faculties,”’ and he quotes the opinion of Carroll*® that 
probably no head blow is taken with impunity and each 
knock-out causes definite and irreparable damage. He 
also deplores the effect of boxing on the spectators. 


HOSPITAL COSTING 


As in previous years the Hospital Costing Returns for 
1954-55 ® set out the costs for every hospital in the 


National Health Service in England and Wales under 


itemised headings. The object of these analyses is to 
enable comparisons to be made between broadly com- 
parable hospitals, in order ‘‘to promote economy, 
increased efficiency and improvements in methods of 
administration.” 

The classification of hospitals has been somewhat 
changed. The term ‘‘ general hospital’? has now been 
replaced by ‘‘ acute hospital’’?; and consequently a 
class-by-class comparison of costs cannot be made as 
accurately as in earlier years. This, however, is unim- 
portant, for the whole structure of the analysis is riddled 
with inconsistencies, on account of which comparison 
between hospitals is virtually impossible—except perhaps 
in the column “‘ average weekly cost of provisions per 
person fed,’ and in the column giving the final over-all 
figure. The greatest source of difficulty is the variation 
in numbers of outpatients, which are allowed for at an 
arbitrary cost. The ratio of casualty to true outpatient 
attendances must, however, vary considerably between 
different districts, and the actual cost per attendance 
must vary greatly with the type of service given. The 
outpatient cost is allowed for in the final cost column 
per inpatient bed, but not among the individual items 
of running costs. _ Until the cost of outpatients and 
casualties is excluded from the main hospital inpatient 
analysis, these costing tables will remain too full of 
fallacies for any serious comparisons to be made. 

In practice, these annual publications are not signifi- 
cantly aiding economy ; but they are proving of some 
indirect value to patients. When a difference between 
two comparable hospitals is studied, there is invariably 
a good reason for the discrepancy; and usually the 
difference reveals a need for greater expenditure in the 
less costly hospital, rather than for reduction in the more 
costly one. Hospitals by and large still have a remark- 
able amount of old-fashioned and extravagant equipment, 
particularly for heating. Again, some hospitals have 
reduced maintenance to dangerously low levels. The 
general public is perhaps more keenly aware than hospital 
staff themselves that there is a greater concentration of 
dangerous organisms in hospitals than anywhere else in 
the community. The low hygienic level still prevalent 


3. Ibid, 1953, i, 283; 1955, i, 1114. 

4. Doggart, J. H. Arch. Ophthal., N.Y. 1955, 54, 161. 

5. Carroll, E. J. Amer. J. med. Sci. 1936, 191, 706. 

6. National Health Service: Hospital Costing Returns, > 7a ended 
March 31, 1955. H.M. Stationery Office. Pp. 127 178. 6 


ANNOTATIONS [JAN. 7, 1956 35 


in some hospitals owing to economy in maintenance 
constitutes a real danger and is paid for by recurring 
outbreaks of cross-infection or food-poisoning, sometimes 
with loss of life. 

It is surprising that indices of comparison, such as 
“cost per patient treated’’ and “average length of 
stay,’’ are omitted ; but these figures are available to 
the regional boards. It is very doubtful whether any 
sufficient purpose is served by publication of these annual 
tables in their present form. They will never bring 
about true long-term economy. What is needed is an 
over-all figure, together with a few tables free from gross 
fallacies. Each year some aspect of hospital activity 
could be studied by a true costing system, and the lessons 
published as a guide to policy. 


LYSINE DEFICIENCY 


LysINE is one of the amino-acids essential for man— 
that is, it cannot be synthesised in the body and if it is 
not supplied in the diet symptoms of lysine deprivation 
occur. Osborne and Mendel! showed that animals 
remained alive when gliadin provided all the dietary 
protein, but they grew only when lysine was added 
to the diet. Deficiency of lysine has also been shown to 
‘ause anzmia in animals.2~ In humans Albanese and 
Holt * found that experimentally induced lysine deficiency 
saused negative nitrogen balance, which was reversed as 
soon as lysine was added to the diet. The only woman 
in their inquiry menstruated during the period of lysine 
deprivation, and she noted a complete absence of the 
swelling of the breasts, headaches, and weight-gain which 
usually preceded her periods. This observation is 
interesting in view of the influence of lysine-deficient 
diets in suppressing the cestrus cycle in animals.‘ 
Albanese et al.° showed that people on a lysine-deficient 
diet had a greatly increased urinary excretion of non- 
ketonic organic acids. Restoration of lysine to the diet 
promptly reduced the excretion of these acids to normal. 
During the period of high organic-acid excretion they 
all complained of nausea, vertigo, and hypersensitivity 
to metallic sounds. 

In the body lysine seems to be remarkably inert. 
Thus Schoenheimer and Rittenberg * found that lysine 
was the only amino-acid which failed to take up N!5 
when they fed rats with isotope-tagged ammonia and 
various amino-acids. When l-lysiye tagged with deu- 
terium and N'® was given to rats, the lysine of the 
tissues contained the isotopes in the same proportion as 
that in which they had been given, although N!> from 
administered lysine was found in other amino-acids. But 
the lysine which was incorporated into the tissue proteins 
had undergone no chemical change. Although lysine 
san donate amino groups, its main function is in the 
formation of proteins. It is not surprising therefore that 
Albanese et al.” have now recorded that lysine added to 
milk mixtures given to infants had a remarkable effect 
on weight and nitrogen balance. 

Currently fashionable fresh or dried milk mixtures 
were given to 15 children from one to twenty-seven 
months old. After a control balance period, lysine was 
added to the diet in the form of 100 mg. of l-lysine-HCl 
per kg. body-weight per day. A control series of 9 children 
aged two to eighteen months received no lysine supple- 
ment. During the period of added lysine, 5 of the 
children on supplemented diets gained in weight and 
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went into positive nitrogen balance, 6 had no spectacular 
weight gains but went into positive nitrogen balance, and 
in all these 11 the blood-proteins increased. The other 4 
children in this group, whose growth-rate was already 
above average, showed no response to added lysine. 
Albanese and his colleagues conclude that lysine- 
fortitication will improve the nutritional value of many 
infant foods, including cow’s milk, but that this is only 
effective with children who are not deriving adequate 
nourishment from their food. They also suggest that 
whereas the lysine-tryptophane ratio in the diet of young 
adults necessary for growth is from 2-0 to 3-2,8° the 
needs of an infant can only be met by a ratio of 6-0. 
If they are right, it seems that human breast-milk with a 
lysine-tryptophane ratio of 3-819 may be insufficient to 
meet the growth requirements of infants—and there is 
no evidence that that is so. A more recent report !* by 
Albanese et al. confirms their earlier findings and suggests 
a simplified of dosage for feeding lysine to 
infants. 


scheme 


ARTIFICIAL RESPIRATION IN CHILDREN 

SomE 120 children under the age of five die in Great 
Britain each year from drowning; and mechanical 
suffocation in bed or cradle is given as the cause of 
death of an even larger number, but this diagnosis is 
almost certainly wrong in many cases. Nevertheless, 
some of these lives might well be saved if parents were 
better able to deal with the emergency by applying 
artificial respiration at the earliest possible 
moment. The time spent in summoning help may make 
the difference between success and failure of artificial 
respiration. Moreover, the aspiration of large amounts of 
water, especially fresh water, causes profound circulatory 
hemodilution, hemolysis, and ventricular 
fibrillation.’* These changes develop rapidly and may 
be the most potent factor in death from drowning, 
and one of the main reasons why action must be swift. 

A method of artificial respiration for reviving children 
must be effective, simple, easy to teach, and not fatiguing 
to use. These requirements have been considered by 
Rickard,'* who concludes that there is as yet no satis- 
factory method for children under two, but for the older 
ones the now standard Holger-Nielsen!® method is 
suitable. He has therefore proposed a new method for 
children under two which he has called the * Rickard prone 
lilting visceral shift method.’’ This is an ingenious use 
of the rocking principle,'® which Eve devised when treat- 
ing a two-year-old child with diaphragmatic paralysis.!¢ +7 
The rocking method is also recommended in children 
in Garland’s excellent handbook.'® In Rickard’s method 
the prone child is laid length-wise along the opera- 
tor’s right forearm with the child’s face cupped in 
the operator’s right hand. The right middle finger is 
inserted in the child’s mouth, holding the tongue forward, 
allowing drainage of secretions, and maintaining the 
airway. The patient is steadied by the operator's left 


manual 
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hand and is then rocked rhythmically by alternate 
flexion and extension of the right elbow. Rocking 


begins with a downward tilt of 45°, which produces 
expiration and expels the aspirate. It is continued 
through an are of 90° at a rate of eight to twelve times 
a minute. Only experience can show whether this method 
is effective, but there is no reason to believe otherwise. 
The excellent ventilation achieved with both the Eve 
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and Nielsen methods was demonst.ated on curarised 
anesthetised adult volunteers,'!® but that experiment 
should not be performed with the Rickard method. If, 
as seems likely, the method proves to be a valuable one, 
it should be made widely known. 


PARALYSIS TREATED BY MUSCLE TRANSFER 

THe transfer of a single muscle attachment has been 
widely used in the treatment of permanently paralysed 
limbs, but apart from the pectoralis transplant described 


by Clark,?° complete muscle transfer has not been 
recorded. Schottstaedt et al.24 may therefore have 
opened a new field of orthopedic treatment. Few 


muscles, of course, can be completely transposed, and 
unless the distance to be moved is small, a long and 
mobile neurovascular pedicle is essential. Either the 
pectoralis major or the lattismus dorsi can be used in tbis 
way to provide flexion of the elbow; the insertion of 
each is transferred to the coracoid process and the 
origin to the radius. The lattismus dorsi can also be 
used to unite coracoid to olecranon to produce elbow 
extension. The restoration of neck flexion by trans- 
position of the pectoralis major to replace a paralysed 
sternomastoid, and the use of an intact sternomastoid to 
replace a paralysed masseter, are each ingenious examples 
of the art of muscle transposition. 

Views on the value of tendon transplantation in polio- 
myelitis are changing, and it is clear that many pro- 
cedures do little lasting good. When complete muscle 
transposition is performed the strength of contraction 
may not be great, but further experience of the optimum 
fibre length for effective action may improve these 
results. Although many patients with severe paralysis 
may be unable to afford the loss of a large muscle mass, 
others may find it of great value to have the independence 
of action which transposition brings. 


NEW YEAR HONOURS 

Or the four new medical knights who work in these 
islands, Dr. Greig Anderson, of Aberdeen, receives his 
promotion in the Royal Victorian Order by reason of his 
position as physician to Her Majesty’s Household in 
Seotland, but his knighthood could as fittingly recognise 
his position among his colleagues and his services to old 
people. Mr. Mercer, who in 1948 became the first professor 
of orthopedic surgery at Edinburgh, was chosen by his 
fellows in the Royal College of Surgeons of Edinburgh 
to be their president in this memorable year of the 450th 
anniversary of its origin. Mr. Victor Negus, whose 
name has long been known wherever laryngologists or 
King’s College Hospital men forgather, is a surgeon who 
has never ceased to be a biologist and has thereby learned 


much and taught much. Professor Zuckerman, of 
Birmingham, simultaneously anatomist, physiologist, 
educationist, and much else besides, has combined a 


fruitful academic career with forms of national service 
including the study of ballistics in war and the direction 
of scientific policy in peace. Overseas, Sir Arthur de Silva, 
consulting surgeon in Colombo, becomes K.C.M.G., 
Dr. Paul Boffa is knighted for public services in Malta, 
and Dr. 8S. L. A. Manuwa, descendant of rulers and now 
chief medical adviser to the federal government of 
Nigeria, adds the honour of knighthood to the many 
others he has gained since the day in 1926 when he 
graduated at Edinburgh. In congratulating these and 
many other doctors whose names appear on p. 40 we 
must also express the pleasure that many will feel at 
the knighthood conferred on Mr. George North, LL.D., 
who as Registrar General has shown himself so helptul a 
collaborator in the work of our profession. 

19. Gordon, A. S., Sadove, M. S., Raymon, F., Ivy, A. C. J. Amer. 

med, Ass. 1951, 147, 1444. 
20. Clark, J. M. P. Brit. J. Surg. 1946, 34, 180. 


21. Schottstaedt, E. R., Larsen, L. J., Bost, F.C. 
1955, 37A, 897. 


J. Bone Jt Surg. 
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Special Articles 


THE EPIDEMIOLOGY OF LUNG CANCER 
IN NEW ZEALAND 


Davip F. Eastcorr 
M.B. Lond., D.P.H. 


ASSISTANT DIRECTOR, NATIONAL HEALTH INSTITUTE, 
WELLINGTON, NEW ZEALAND 


New Zealand is insular and remote. 


Zealand are predominantly of British descent. 


Immigration has generally been continuous, and there 
exists in New Zealand today a numerous group of immi- 


TABLE I—EFFECT OF ‘‘ URBANISATION’”’ ON 


SPECIAL ARTICLES 


It was dis- 
covered and occupied by Polynesiaus about a thousand 
years ago. In the fourteenth century there was a major 
Maori invasion, and from then until the coming of 
Captain Cook in the late eighteenth century New Zealand 
had practically no contact with the rest of the world. 
This means that Europeans did not settle in the country 
until the mid-ninteenth century, and that when they did 
so they came (as they have continued to come) pre- 
dominantly from Great Britain. Consequently percons, 
other than those of Maori extraction, born in New 
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grants from Great Britain who can act as natural controls, 
being essentially of the same stock and now living under 
similar conditions and differing only in the fact that 
they have spent part of their lives in Great Britain before 
coming to New Zealand. Moreover, it is possible to divide 
these immigrants into groups according to their ‘age on 
entry and hence according to the degree of expesure to 
another environment before coming to New Zealand. If 
this different environment which they experienced during 
the earlier years of life had an effect on the risk of con- 
tracting cancer it should be reflected in differences in 
mortality between those born in New Zealand and those 
born in Great Britain, and between those in the immi- 
grant group who came to New Zealand after a sub- 
stantial period of residence in Great Britain and those who 
came at an earlier age. 
Method 

This study was made on deaths from cancer of various 
sites in immigrants from the United Kingdom and in the 
New Zealand-born non-Maori population in 1949-53. 
The population at risk was taken as the Census T’opula- 
tion of 1951. It was confined to those aged 35 or more. 

Expected deaths were calewated on the basis of these 
figures, and the significance of differences between the ex- 
pected and observed deaths was assessed in terms of x’. 


DEATH-RATES FOR CANCER OF VARIOUS SITES 


































































































' All sites except lung Stomach Large intestine Rectum 
| | ——$—$— ___—$ —____—— 
ieee. No. of | No. of | No. of No. of | No. of | No. of | No. of No, of 
of urbanisation ” annie | deaths Derree | deaths | deaths | Dear} deaths | deaths | Degree deaths | deaths Denree 
' aa »X- iY. : >x- iff. a ‘a diff. cee ex- ff. 
jobscrved | pe. od a lobe rved = ted | c jobserved pected | jobsery ed pected 
: Total .. | 7646 | 1000 | | 451 
Auckland Urban Area 1413 81 ne | 169 180-4 81 80-1 
Wellington Urban Area .. 798 art | ee itt 97-4 + 40 42-9 
Chr stehur ii Urban Area. . 902 eo) oot ae 109-2 | 52 48-4 
Dunedin Urban Area... | 542 | 9-0 ae 73 68-2 | 37 29-8 ++ 
Other Urban, N.1... oe 815 3 13-0 2° 92 107°0 | = 58 47-7 ++ 
Other Urban, 8.1. .. owt 364 73 6-2 + | 54 49°5 16 22:1 -- 
Kemainder, N.I. oo | 2630 296 9-7 be | 2i1 221-6 89 102-6 
Remamder,3.1.  .. oo | -Biee 246 37-4 | 6 172 166-7 78 77-4 e 
Lun; | Tongue, mouth, and | Larynx Female breast 
aad | pharyux | 
_ Se a el . —— 
Total .. | 632 | | 136 | |} 79 | | | 874 
Auckland Urban Area | m3 | 167) +++) 35 24 [+++/ 17 | 16 155 | 1633 | .. 
Wellington Urban Arca 69 | 59-5 eo 4 6 bd . 6 | 9 114 92-1 ++ 
Chr.stchurch Urban Area.. | 72 | 648 + 12 15 5 7 109 99-3 re 
Duned.u Urban Arca re 43 | 37-1 + 9 9 7 5 52 61-2 = 
Other Urban, N.1... os 67 64-0 |} 15 14 | 9 8 103 94-9 - 
Other Urban, 5.1... 25 | 29-0] ‘- 6 | 3 4 50 43-7 + 
Remainder, N.1. .. 113 157-2 - 28 32 - | 12 18 154 186-0 - 
Remainder, 5.1. | 100 113-7} -- 27 21 ++ | 20 12 | 137 133-5 
' 
Cervix uteri | Prostate gland | Skin 
Det Gnd a were a Eee « 
| No. of No. of in 1 eee. | eee es No. of No. of 
| deaths deaths | ae deaths deaths | oemeee déaths | deaths 7 
| observed expe.ted | ? | observed expected | observed | expected , 
mre } } _ < 
| | 
Total ..| 268 | 408 | | : ef 
Auckland Urban Arca | 64 | 49-6 | ++ | 72 68 9 ie il 13-8 r 
Wellington Urban Area .. 31 28-5 , 42 33-2 | ++ 2 70 e 
Chr.stchurch Urban Area... | 35 30-5 + 57 41-3 +++ 10 8-1 
Dunedin Urbun Area J 16 138-3 ; 32 25-7 $i 6 5-2 . 
Other Urban, N.1... oe 31 29-0 36 42-7 ~ 4 8-4 i 
Other Urban, 3.1. .. ee 9 13-2 7 19°5 oe 52 3-3 
Remainder, N.l. .. oo | 53 58-L | ‘ 77 | 98-3 -= | 23 18-4 , 
Remainder, 8.1... “+ | 29 40-8 | -=- 75 } 78-4 d 14 ii 


Degree of Difference Column 


The percentage difference between the expected and obscrved numbers of deaths is represented by the following equation : 
Ovserved no, of deaths — Expected no. of deaths x 100 


Expe-ted no. of deatlis 


Where (a) expected number of deaths is less than 20, 


or (6) percentage difference is less than (i) 5% for “ all sites except lung ” the column is left blank. 


(ii) 10% for other sites 


y e e difference is (i) 5% but less than 10% for “* all sites except lung.” 
Whese pees ii) 10% bul .ess than 20% for other sites—it is mer by - or +. 
4 e difference is (i) 10% ut less than 15% for “ ail siics except lung.” 
ic tnariteaacarsaeg i.) 20 o but less than 30 o, for other sites—it is noted by - — or + +. 


Where percentage difference is 30% or more It is noted by +++. 
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Immigrants tend to settle more often in towns than in 
the country, in the larger towns than in the smaller, and 
in the North Island more often than in the South Island. 
It has been reported from other parts of the world 
(Stocks 1947, Spiegelman 1952) that the incidence of 
certain forms of cancer is higher in some regions than 
others in accordance ‘with the degree of urbanisation. 
The data were therefore used in the first place to assess 
whether any similar differences existed in New Zealand. 
For this purpose the following areas were chosen: the 
major urban areas of Auckland, Wellington, Christchurch, 
and Dunedin, with populations near to, or greater than, 
100,000 ; aggregates of other urban areas in the North 
and in the South Islands with populations of 20,000 or 
more; and the remaining areas in each of the two 
principal islands. Comparisons between towns and 
localities were based solely on deaths in those of New 
Zealand birth, and were, of course, allocated to the usual 
place of residence of the deceased. 

The following sites were considered at first, as well as 
deaths from cancer of all sites : stomach, large intestine, 
rectum, lung and bronchus, breast, cervix uteri, prostate, 
and skin (other than malignant melanoma). Important 
unequivocal differences were found, however, in lung 
and bronchus only. It was therefore decided to take out 


figures for other parts of the respiratory tract. Accord- 
ingly larynx was added; and tongue, mouth, and 


pharynx were taken together. 

Comparison was based on the actual and expected 
deaths for each of the sites chosen in the age-groups 
35-—, 45-, 55-, 65-, and 75-+, the expected deaths being 
calculated in each locality on the basis of the rates for the 
New Zealand-born population as a whole; the figures 
for the separate age-groups were then added together. 

The only site that showed consistent differences in 
moftality in the areas considered was lung and bronchus, 
where a significant increase with urbanisation was shown 
in both males and females (table 1). 

Though a consistent or significant urban bias is not 
seen in the separate sites other than lung there is such 
a bias for all other sites taken together. It is smaller 
than in the case of lung but, in view of the numbers 
involved, may be considered significant. 

Accordingly, in assessing differences between those who 
were born.in New Zealand and those who were born in the 
United Kingdom, the expected deaths were calculated 
for each area and then added together to allow for 
differences in the geographical distribution of the immi- 
grant population compared with the indigenous popula- 


AND EXPECTED MORTALITY FOR CANCER 


TABLE Il OBSERVED 
OF CERTAIN SITES ACCORDING TO WHETHER BORN IN NEW 
ZEALAND OR BORN IN THE UNITED KINGDOM 
Signifi- 
Bi cance of 
Sire of cancer Where Observed pected ae 
SESS OF Cee born 7 no. of 


observed 
and 
expected* 


deaths deaths 


Z. 7646 





All (less lung) N 4 
| U.K. 3005 6| N.S 
Stomach N.Z. 1353 6 
¢} U.K. 573 4; N.S 
Large intestine N.Z. 1000 rt 
U.K $26 6) NS 
Rectum N.Z. $51 7 
U.K. 182 3} N.S. 
Lung N.A. 632 8 
U.R. 369 2ip 0-001 
Tongue, mouth, and pharynx | N.Z. 136 1 
U.K. 61 9 | N.S. 
Larynx N.Z. 79 5 
U.K 36 5| NS 
Female breast N.Z. 874 S 
U.K. 281 2; N.S 
Cervix uteri N.Z. 268 1 
U.K. 82 9; N.S 
Prostate gland N.Z. 408 4 
U.K. 253 6 N.S. 
Skin N.4. 79 5 
U.K. 34 5; N.S 


* Based on x’. 
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AND EXPECTED MORTALITY FOR CANCER 
IMMIGRANTS ACCORDING TO WHETHER 


TABLE III OBSERVED 
OF CERTAIN SITES IN 





THEY ENTERED NEW ZEALAND BEFORE OR AFTER THEIR 
THIRTIETH BIRTHDAY 
Significance 
Ageon Observed k. pag! oa 
Site immigra- | no. of | | f ‘ aaa 
tion (yr.) deaths no. 0 observec 
_— | deaths and 


expected * 





All (less lung) Under 30 1730 

30 + 1251 05 >p 02 
Stomach Under 30 319 3: 

30 + 244 228-7 | N.S 
Large intestine Under 30 239 244°8 

30 4 179 173-2 | N.S. 
Rectum Under 30 106 103-1 

30 4 68 70-9 | N.S 
Lung .. Under 30 187 231-8 

30 4 168° | 123-2 | p< 0-001 
Tongue, mouth, and | Under 30 28 36-0 

pharynx 30 30 220 | p=0-05 

Larynx Under 30 16 18-0 

30 + 12 10-0 | N.S. 
Female breast Under 30 157 165-5 

30 + 120 111-5 | N.S 
Cervix uteri .. Under 30 44 47-4 

30 + 34 30-6 | N.S 
Prostate gland Under 30 143 145-0 

30 4 98 96-0 | N.S 
Skin .. ae - Under 30 19 16-9 

30 4 10 12-1 | N.S. 


* Based on x’. 


tion, though such differences in practice were found to 
have a negligible effect on mortality for any site other 
than bronchiogenic cancer. 


Findings 

The numbers of deaths of New Zealand-born persons 
and of immigrants from the United Kingdom, and the 
expected deaths of the two groups on the assumption 
that there is no difference in the incidence between 
them, are given in table m1. 

The assumption holds good for all forms of cancer 
except that of lung and bronchus. In the latter site the 
immigrant group has a much higher incidence of brenchio- 
genic cancer than would be expected on the basis of 
equity, suggesting that for this site, and this site alone, 
the immigrant has an increased susceptibility. 

The United Kingdom-born were next divided into two 
groups according to the age at entry into New Zealand, 
those under 30 at the time of entry being placed in one 
group and those aged 30 or more being placed in the other 
group. There was a small residue of persons whose age 
on immigration had not been stated. 

The observed deaths and the deaths expected on the 
hypothesis that age at time of entry to New Zealand has 
no effect on the risk of dying are shown in table 111. 

There is nothing to conflict with this hypothesis in 
any site except again lung. For all cancer, other than uf 
lung and bronchus, taken togetber there is a suggestion 
that the incidence is higher in those who were over 30 
on immigration ; the difference, about 5% above the 
expected value, is of doubtful significance. It is not of 
the same order as the 46% seen in the case of the lung. 
Possibly the difference is partly due to exclusion of a few 
persons whose age at entry was not stated. Such persons 
numbered 14 in the case of lung and bronchus, and 76 
for all other cancer ; the number of immigrants from the 
United Kingdom whose age at entry was not stated at the 
time of the census in 1951 was 1723. 

Lest it might be thought that a similar consideration 
can explain the difference in the case of cancer of the lung, 
all 14 persons whose age on entry was unstated were 
allocated to those who were under 30 at the time of 
immigration, and the 1723 of the population whose age 
at entry was likewise unknown were allocated to those 
who were 30 or over when they came into the country. 
This minimises the difference between the two groups, 
but it is unlikely that the persons concerned would be 
distributed in this extreme manner. Nevertheless the 
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difference is still found to be significant ; the observed 
and expected values now become as follows : 


Age at Actual Expected Significance of 
entry deaths deaths difference 
Under 30 201 229-2 
0-01 >p >0-001 
s) or more 168 139-8 
Discussion 


Immigrants to New Zealand from the United Kingdom 
have a higher incidence of lung cancer than New Zealand- 
born persons of the same stock. The difference is greater 
in those who were aged 30 or more when they came to 
New Zealand. This increased incidence is unlikely to be 
an artefact, for it is not seen in any other of the principal 
sites for cancer. Moreover, it is the same for women as 
for men and is consistent at all ages over 35 and for all 
the principal parts of the country. 

The chances of dying of cancer of the lung are 30% 
higher for all United Kingdom immigrants, but for those 
who were 30 years of age or more on entering New Zealand 
the risk is 75% higher. This is in agreement with the 
differences in the death-rates from cancer of the lung in 
the two countries (see table iv). 

There has been a continued increase in New Zealand in 
the numbers of male deaths at all ages certified as due to 
lung cancer, but the incidence has always been sub- 
stantially below that in England and Wales. The peak 
of incidence in England and Wales is in the age-group 
55-64 during the two earlier periods, whereas in New 
Zealand it has always been in the group a decade older. 

Owing, at least so far as New Zealand is concerned, to 
the small numbers involved at the extremes of the age- 
distribution shown, deaths from lung cancer in females 
are subject to much random fluctuation. There appears, 
however, to be little if any increase in those below the age 
of 45, but there is a steady increase thereafter. The New 
Zealand figures roughly parallel the English figures ; but, 
as in the male, the death-rates are well below those in 
England and Wales. 

The conclusion follows that immigrants from Great 
Britain to New Zealand are affected by their former 
environment and that this effect is related to the length 
of exposure in that environment. It shows itself in an 
increase in lung cancer but not in cancer of any other site. 

Differences in habits of tobacco-smoking are unlikely 
to contribute to this picture. Consumption of tobacco 
in the two countries for the first half of this century is 
shown in table v 

The environmental factors concerned are unlikely too 
to be of a personal kind related to the way of life of the 
immigrant, for this would make it difficult to explain the 


TABLE IV—AVERAGE YEARLY DEATH-RATE PER MILLION 
PERSONS FROM CANCER OF THE LUNG 1932-53 IN NEW 
ZEALAND COMPARED WITH ENGLAND AND WALES 


Age-group (yr.) 


Period Country wD 
or gf ce a 5 io or 
35—44 45-54 55-64 | 65-74 more 

Males 
1932-36 es Z. os e. 13 87 158 204 62 
1937-41 | N.Z. ; 33 108 235 283 213 
1940-41 England and Wales | 126 424 | 802 715 448 
1942-46 | N.Z 46 | 168 466 635 326 
| England and Wales | 132 | 466 1072 | 1032 527 
1947-51 | N.Z. a -. | 43 | 287 | 734 | 1014 735 
| England and Wales | 166 781 1682 | 1857 073 


1952-53 | 


| England and Wales 858 | 2171 | 2650 | 1688 





Females 

1932-36 * Z. on it ee 37 65 95 48 
1937-41 N.Z. ! 8 18 60 121 76 
1940-41 England and Wales 26 75 151 220 212 
1942—46 19 30 81 lil 198 
England and Ww ales 34 83 | 165 247 | 225 

1947-51 N.Z. Si i 13 | 37 93 156 | 240 
| England and Wales | 39 | 102 211 | 337 320 
1952-53 | N.Z. “s Ft ie 67 132 | 185] 178 
England apd Wales 40 | 109 | 245 | 354 422 
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TABLE V—YEARLY CONSUMPTION OF TOBACCO (LB.) PER HEAD 














Year i New Ze aland United Kingdom 
1900 2-3 5 
1910 2-69 22 
1920 3°59 | ‘99 
1930 3°28 31 
1940 3:87 97 
1950 5°36 | ‘22 








Source: Government Statistician, New Ze aland. 
‘ High Commissioner for United Kingdom in New 
Zealand. 


differences between the younger and the older immi- 
grants. 

The evidence points to the factors being associated with 
urbanisation, as has been suggested in other studies 
(Kennaway and Kennaway 1951, Stocks 1952). It shows 
too that they may exert their carcinogenic effect a long 
time after the person has been removed from them, and 
this is in keeping with what is known of the mode of 
action of the carcinogens isolated from the atmosphere of 
industrial cities (Leiter et al. 1942, Waller 1952). 

I record my thanks to Dr. F. Bielschowski, director of 
cancer research, Otago University, for his invaluable advice 
and friendly encouragement ; and to Dr. J. Cairney, director- 
general of health, New Zealand, for permission to publish. 
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VITAMINS OF THE B COMPLEX 


THE nutrition panel of the food group of the Society 
of Chemical Industry held on Dec. 14 the second meeting 
of a series concerned with Nutritional Requirements and 
Food Fortification.1. Vitamins of the B Group were dealt 
with under nutritional requirements, dietary supplies, 
and food fortification. 

Dr. H. M. Sinciarr discussed nutritional requirements. 
He said that the B.M.A. figures covered requirements 
for the average person but individual requirements were 
affected by race, age, sex, and the other components of 
the diet. The type of carbohydrate affected the require- 
ments of thiamine by influencing the intestinal flora. In 
addition the state of health might affect the absorption 
(for example, in pernicious anemia, or by losses through 
vomiting and diarrhea) and the use (for example, in 
fever and hyperthyroidism). 

Thiamine was required for the oxidation ef carbo- 
hydrate at the level of 0-4 mg. per 1000 calories. The 
requirements were increased considerably in old age ; 
the reason for this was unknewn. The requirements of 
riboflavine were affected by alterations in the amount 
of fat and protein in the diet, probably because of change 
in the intestinal flora. Although there was no evidence 
that the requirements were linked to calorie expenditure 
the B.M.A.’s recommendations suggested 0-6 mg. per 
1000 calories. On the other hand the U.S. National 
Research Council linked the riboflavine requirements 
with the protein intake; but Dr. Sinclair pointed out 
that there was no clear reason for doing so. Nicotinic acid 
was required for the oxidation of fat and carbohydrate, 
and the recommended intake was 4 mg. per 1000 calories. 
The requirements were influenced by the level and type 
of protein in the diet since tryptophan could be converted 
into nicotinic acid. Carcinoid tumours produced large 
amounts of serotonin from tryptophan, and pellagra 
developed in some patients because of this loss of trypto- 
phan. Nothing was known of the requirements of 


1. See Lancet, 1955, ii, 1184. 
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vitamin B,, but deficiencies did occur and diets were 
probably marginal. Peripheral neuritis had been observed 
in tuberculous patients treated with isoniazid, due to 
combination of this drug with pyridoxine, and possibly 
many other drugs could behave similarly. 

Miss A. M. CoppinG dealt with dietary supplies. The 
average intakes of thiamine, ribcflavine, and nicotinic 
acid were a little above the recommended average intakes. 
About a third of the thiamine and nicotinic acid were 
provided by bread and cereals, and 40% of the ribo- 
flavine by milk and cheese. Since much of the B vitamins 
in wheat was contained in the outer endosperm and germ, 
the B-vitamin content cf flour increased with the extrac- 
tiun-rate. Other members of the vitamin-B complex, 
including B,, B,,, bivtin, and folic acid, were fairly widely 
distributed in fuodstuffs and were likely to be in reason- 
able supply, although nothing precise was known as to 
the requirements. 

Thiamine was partly destroyed by heat, especially in 
alkaline solution, and the Ministry of Food tables allowed 
15% for the loss of this vitamin. Ribcflavine was rela- 
tively stable to cooking, but was destroyed by light, and 
milk exposed to light lost a considerable amount. 

Mr. J. B. M. Coppock, PH.D., discussed food fortifica- 
tion. The present white loaf, which appeared to be 
preferred by the public, was fortified with thiamine and 
nicotinic acid to the level of these vitamins found in 
flour of 80% extraction. In the United States levels of 
enrichment were about three times those enforced in 
this country, and included the addition of ribcflavine ; 
Dr. Coppock suggested that British practice was restora- 
tion rather than enrichment. 

The enrichment of rice with thiamine was carried out 
by soaking rice grains in a soluticn of the vitamin and 
adding 1% of this master-mix to the main bulk of the rice. 
The alternative was to spray the rice with a solution of the 
vitamin protected by a film coating which resisted washing. 

Dr. Coppock pcinted out that serious losses of vita- 
min B, occurred during the washing and cooking of rice, 
amounting to 20-90% ; and there was, on the average, 
a 20% loss on baking bread. Recent work had shown 
that this loss occurred with patent and whole-meal 
flour and was independent of privr treatment with bro- 
mate or chlorine dioxide. The losses seemed to depend 
sulely on the temperature reached ; thus, in the case of 
tuast, losses were greater with thinner slices. The loss 
of thiamine in bread, cake, and biscuits was related to 
the internal temperature reached during baking. Dr. 
Coppock pointed out that the thiamine content cf bread, 
after allowing for baking losses, was little more than 
adequate for the calories contained in that bread and did 
not provide any excess for the rest of the dict. The fall 
in bread consumption suggested the need for an upward 
trend in fortification. 

In the discussion Dr. StNcLATR pointed out that the 
removal of nutrients and the restvration of only some 
of these nutrisnts was unsatisfactory. For example, 
deficiencies of pyridoxine might arise, and pantuthenic 
acid was essential to man; and the National loaf con- 
tained seventy times as much manganese as the 70% 
extraction loaf. In reply to a question whether ribc flavine 
should be added to the white loaf, Dr. Sinclair said that 
the conference on the post-war loaf had agreed not to add 
this since bread was not an important source of ribo- 
flavine, contributing only 12% of our intake. He pointed 
out that in poor families with many children bread would 
be a more important source of riboflavine, and when asked 
his opinion he agreed that this vitamin should also be 
added to white bread. 

Mr. A. E. BENDER, PH.D., asked what levels of intake 
of vitamins were desirable to ensure not only that the 
average intake was above the required level but that the 
greater part of the population received more than this 
level. Miss D. F. HoLiincswortnH replied that this 
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question could not be answered since so little was known 
of the individual variation both of requirements and of 
intake. She added that the intake of riboflavine did not 
include the losses in milk exposed to light. 

In reply to a question on the influence of different 
carbohydrates on the intestinal flora, Dr. SINCLAIR said 
that there was experimental evidence that thiamine 
deficiency developed more readily with sucrose in the 
diet than with starch or glucose. Volunteers on a diet 
deficient in vitamin B, had shown signs of deficiency 
when the carbuhydrate was sucrose but not when it was 
dextro-maltuse. This was apparently due to synthesis 
of the vitamin in the gut. 


NEW YEAR HONOURS 
Tue list of honours published on Jan. 2 contains the 
names of the following members of the medical profession : 


K.C.M.G. 


Sir ARTHUR MARCELLUS DE SILVA, C.B.E., F.R.C.S. 
Member, Public Service Commission, Ceylon ; consulting 
surgeon, General Hospital, Colombo. 


K.C.V.O. 
ALEXANDER GREIG ANDERSON, C.V.O., M.D., LL.D. Aberd., 
F.R.C.P, 
Knights Bachelor 
Paut Borra, 0.B.E., M.D. 
For public services in Malta. 
SaMUEL LAYINKA AYODEJI MANUWA, C.M.G., O.B.E., M.D., 
LL.D. Edin., F.R.C.S.E. 
Chief medical adviser, federal government, Nigeria. 
WaLtTeR MERCER, M.B. Edin., hon. F.A.c.s. 
Professor of orthopaedic surgery, University of Edinburgh ; 
president of the Royal Colk ge of Surgeons of Edinburgh. 
Vicror Ewines Necus, m.s. Lond., hon. p.sc. Manc., F.R.C.S., 
hon. F.R.C.S.E. 
Consulting surgeon, ear, nose, and throat department, 
King’s Colk ge Hospital, London. 
SoLLy ZUCKERMAN, C.B., B.A. Cape Town, M.D. Birm., D.so. 
Lond., F.R.S. 
Deputy chairman, Advisory Council on Scientific Policy ; 
Sands Cox professor of anatomy, University of 
Birminglam. 
C.B. (Military) 
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Consulting surgeon, Auckland, New Zealand. 
Kox Cueano YEO, M.p. Hong-Kong. 
Direct or of medical and health services, Hong-Kong. 


C.V.O. 
Srarrorp Eric SAINT, M.R.C.S. 
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Ceylon Army Medical Corps, 
Lieut.-Colonel Douvcertas Dunpas MaltTLAND, L.R.C.P.E., 


B.A.M.O. 
O.B.E. (Civil) 


GERALD Henry Cooray, M.B.E., M.D. Lond. 
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EpMUND NATHANIEL OYEKANMI SODEINDE, M.D. 
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XXX. THE MEDICAL CURRICULUM 
Dear WILL, 

You ask me to write to your young nephew and to 
give him some idea of what he will have to expect during 
his studies if he should take up medicine. Nothing would 
give me greater pleasure—but only if I had as interesting 
an account to give him as you generously but quite 
wrongly assume that I must have. For the truth is that 
his curriculum will be surprisingly similar to that from 
which you yourself emerged with distinction 25 years 
ago. Because the curriculum is still very much what it 
was, there’s only one thing that I'd like to tell him, and 
it’s this: work well enough to pass but do not overwork 
to gain distinction. 

Defenders of the curriculum sometimes argue that those 
who criticise it are merely saying that there are many 
disappcinting stu.dents—imany who are lazy or too poor 
in intelligence or general education to get much good 
trem any course of study. But I refute that with three 
pieces of personal evidence. 

First, our students’ mcdical society—bless it—has been 
sending its members to departments, for elementary 
demonstrations and discussions, as much as one and two 
years before they reach the subject in question in the 
normal course of their studies. Over and over again 
I have heard my colleagues say what I have myself 
observcd—namely, that. the students show far more 
keenness and are far more observant and able to discuss 
things well at these early informal demonstrations than 
when, one or two years later, they come to the subject 
as a class. They are steadily losing interest. 

My second bit of evidence is that I have taken on as 
assistants a number of men whose undergraduate records 
were far from gocd, although none of them was rank bad. 
Some have remaincd only mecderate performers ; but 
more of them Lave suddenly come to life, confessed 
to a first awakening of interest in their books, and shown 
that—frecd from our teaching aud examination pro- 
gramme—they Lad it in them all the time to be really 
keen students of mi dicine. 

Thidly, what effect has the curriculum on those who 
bend themselves the most willingly to its demands and 
manage to stay the course to the,end? Three of our 
year, you will remember with mc dest pride, attained the 
eminence of graduating with di-tinc tion. 

Pringle, the first of us in the oider of the prize-lists, 
went straigLt off to be house-surgeon to the professor 
—Honest John—and was so disillusioned by that good 
man’s ignorance that le plcdg«d himself to the pi ysiology 
department as soon as his year in hospital was up. 
Unfortunately he had worked so hard and so consistently 
as a student that he was, unknown to himself, danger- 
ously sensitised to professors dnd textbooks—with the 
result that he left physiology in 3 months to take a 
job in an obscure provincial hospital, from which he 
has not moved to this day. He is now a full-time 
consultant physician and is known locally as a sound chap 
with a surprising range of knowkdge. But he never 
publishes anything, he does no research, and he makes tco 
little use of his brilliant gifts for analysis of really hard 
problems and for logical exposition. His undergraduate 
devotion to the curriculum killed his fire and arrested 
his intellect. You may say that making himself a dis- 
tinguished student cost him his academic soul. 

I necd not dwell on my own story, for you know it in 
full. But I should remind you that fur 8 years after 
graduation I went from one thing to another, mighty 
uncertain what I want«d to do and finding nothing that 
I was keen to work at with rea] devution. At that stage 
my experimental probing took me back to a post iv our 
oid school ; but I should pretty certainly have k-ft that 
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also if I hadn’t been given leave of absence to join the 
Army at the outbreak of war. Six years in different parts 
of the world and in an extraordinary variety of situations 
seemed to neutralise most of the harm which I suffered 
from being a diligent student. After the war I returned 
to my hospital and academic duties with real zest for the 
work, and my life would now be a thing of unclouded 
happiness if only I cou:d adjust my expenditure to the 
hard fact that my net income is less than half of my 
gross earnings. But seriously I should estimate that it 
required 8 years of restless seeking and a war to rescue 
me from the harm that was done to me from taking the 
curriculum seriously. 

You yourself, to all appearances, suffered least of the 
three of us from your medical studies. For you laughed 


off your academic distinctions as an outrageous fluke and , 


went straight into general practice in your own village. 
I think that you came off best because in fact as a student 
you followed your own curriculum and indeed learned 
your medicine in your long vacations. You dodged all 
the poor lecturers, although you went to practical classes 
and clinics ; but I never saw you around the hospital in 
the holidays. When I stayed with you in the summer of 
1928 I remember that you then had two chief activities 
outside your duties as a fast bowler for the village eleven : 
all unqualified, you took Dr. Battersby’s surgeries and 
made a great many of his visits on any day when he and 
his friend the village stationmaster concluded that the 
water and the wind were right for trout-fishing; and 
sitting in the study of the Rev. William Smart, you 
composed thrilling sermons which that wise old gentleman 
was glad to deliver after he had purged them of their 
worst heresies. By these vacation activities you gained 
for yourself two things that the curriculum could never 
have given you: first, a real acquaintance with the 
whole problem with which the illness of one of its members 
confronts a family ; and second, a taste for, and training 
in, the use of books and periodicals and the orderly 
expression of your thoughts. 

Modern developments, of course, have probably made it 
dangerous for you to let your nephew attend your patients 
until he is qualified and has joined a medical defence 
society. They have probably also deprived you of a 
railway station and thus of a companion with enough 
control of his summer days to go fishing with the doctor. 
And I should not be surprised if most parsons think it 
better to write their own sermons, because of the news 
value that now attaches to their pulpit indiscretions 

as well as to their others, which have always been good 
for two half-columns and a photograph. 


So your nephew may necessarily be thrown back on the 
curriculum, and it’s just what it was before except that it 
now demands one year extra before graduation and two 
before registration. It allows less free time for personal 
study, and has led to examinations that more searchingly 
probe a student’s store of facts but less certainly ascertain 
whether he can safely be trusted with a patient's life. 

For years now the Faculty has been listening to pleas 
for a few more hours for this, and for many more hours for 
that. Each teacher applying for more time has a good 
case: who can deny a plea based on the evident truth 
that a great deal more is now known about nucleic 
acids, steroid bormones, chemotherapeutic agents, viruses, 
psychiatric disorders, anzesthetics, neurosurgery, isotopes, 
radiology, neoplasms, and all the rest ? If the teacher is 
a good fellow who seems likely to make a lively impact 
on the student, the Faculty gives him most of what he 
asks for; if he’s a fairly ordinary pedagogue he is given 
a half or less; and if he seems a dull stick he’s turned 


down flat or kicked around the subcommittees until his 
plea is lost. So there is a certain rough justice and often 
approximate wisdom in what the Faculty does. 

But there’s never real wisdom. For we never—or very 
cut anything out. 


seldom Worst of all, we never ask 
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ourselves what we think we are doing. Last week I went 
to the Faculty with a plea for a little more time to let me 
deal half decently with the fundamentals of antibiotics 
and viruses. Conscious of, and feeling rather guilty 
about, what I was doing, I coupled my plea with the 
proposal that the Faculty members should meet infor- 
mally—without anybody’s requests specifically before 
them—so that we could tell each other, in five minutes 
ach, what we were aiming at in our teaching and roughly 
what ground we each covered. I thought that we might 
then be able to see my plea, and those of others, i 
perspective. I hoped we might face it that we are now 
asking 7 years of a boy’s life after he leaves school before 
we turn him into his 2 years as a National Service medica! 
officer. I hoped that we might recall that we once made 
quite good doctors in 5 years and even in 4 years. Every- 
one agreed in principle. There was even a witty suggestion 
that we could probably devise a 3-year curriculum if we 
sent each professor out of the room in turn and left the 
others to decide how much time his subject required. 
I said that I was seriously worried about merely adding 
to the students’ burden by asking for extra teaching 
time even for new topics of obvious importance—but 
they gave it to me out of the “‘ free time.’’ My proposal 
for an informal meeting was turned down because, as 
the anatomist truly said, so radical an examination of 
the curriculum would certainly need more than one 
meeting. 

But surely we shall have to face it. Much as I per- 
sonally shrink from change, I believe that we must turn 
things upside down because I think that our curriculum 
is now a bad one. I believe that students should be seeing 
at least a few patients in their first year of study, and 
hearing something about nucleic acids in their last ; 
I think that lecturers capable only of dictating notes 
must be proscribed ; and I think that we should need 
at the most 5 years of undergraduate study (including 
that for the first M.B.) and 1 postgraduate year as a 
resident in hospital before registration. I believe that 
we must examine the case for a basic minimum of study 
for all, with the rest of the curriculum set out as elective 
courses with the subjects in sensible groupings: I think 
that we must give the student greater incentives to study 
on bis own and more chances to take fully responsible 
sare of patients. I’d like to see the General Medical 
Council decree a 20-year period of experiment on these 
lines, leaving schools to work out their own solutions. 
Details of these experiments would, of course, be made 
known to the G.M.C., and the results could be assessed 
by visitors and perhaps by some form of national exami- 
nation conducted anonymously and based upon methods 
of testing separately knowledge of facts, capacity for 
self-expression, and ability to deal with clinical problems 
as presented by the cases of actual patients. 

We have had enough deliberation about better medical 
education. Our discussions have led us from fairly 
unsatisfactory to bad. Are we to leave it to our American 
colleagues to make the only modern experiments in 
medical education ? Let us agree the objects of our own 
experiment and for goodness sake let us get on with them, 
zach school making in all probability some horrid 
mistakes and some real discoveries. 


If we enter such a phase of experiment I'll write an 
enthusiastic letter to your nephew. But if we rumble on 
as at present I’ll only caution him that he must weigh 
the examinations carefully to ensure that he does not 
suffer from exposing himself innocently to our gross 
over-instruction which certainly leads te progressive and 
visible dis-education. Unless we are ordered to mend our 
ways—for we seem incapable of doing it ourselves—he 
must do all that he ean to side-step the results of our 
excessive earnestness and defective imagination. 

Yours, 
JAMES DAVEY. 
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Public Health 


REPORT ON ATMOSPHERIC POLLUTION 


THERE is no doubt that this country’s air has been 
creasingly polluted during the past fifteen years by 
it and dust: there is less certainty about the increase 
pollution by smoke and oxides of sulphur, and the 
cent report! of the Department of Scientific and 
dustrial Research contains some contrary evidence in 
at it records a small decrease in pollution by smoke 
nd sulphur oxides. The report summarises the results of 
ver a million measurements made during the past ten 
ears—measurements made by local authorities and other 
organisations coéperating with the department’s fuel 
research station. The number of these ‘‘ measuring’ 
ithorities has lately shown a welcome increase from 80 
to 220; and the number of measuring instruments in 
regular use has risen from about 200 to nearly 2000. 
The department deserves much praise for accomplishing 
ie heavy task of analysing and collating this mass of 
\easurements. 


The amount of pollution of town air may be as much 
as forty times that in rural areas; and at times of smog 
the average level of pollution by smoke and sulphur may 
teach ten times the normal for the time of the year. There 
may be some increase in air pollution in country districts 
which goes undetected, for the huge power-statiofis which 
now consume much of the nation’s coal throw out by 
forced draught through their high chimneys oxides of 
sulphur and not a little dust, to be windblown perhaps 
for many miles. The majority of measuring instruments 
are at present in congested towns, and there is a need 
for more measurements in rural areas. In addition, more 
daily-recording instruments are required so that impor- 
tant basic knowledge may be gained and serious smogs 
studied in detail. 

Many of the instruments already in use are designed 
to investigate particular local sources of pollution such 
as steel, chemical, and cement works, electricit y-gener- 
ating stations, gas and coke works, various industrial 
boiler installations, railway-engine sheds, and colliery 
spoilbanks. It is good to read in the report of greater 
codperation from industrial undertakings responsible for 
the emission of pollutants: an increasing number of 
industries are recognising their contribution to air pollu- 
tion and some are taking the public more and more into 
their confidence. 

Measurements of air pollution are also of value to 
central and local authorities in their various building and 
development schemes. Knowledge of the present levels 
of pollution is a help in planning for smoke abatement, 
and it will be of interest, when the ‘‘ smoke control areas ”’ 
envisaged in the Clean Air Bill come into operation, to 
issess the progress made towards safer air. It would be 
particularly useful to select one or more towns and make 
them entirely smokeless, thus providing a valuable means 
of studying the effects on health of a decisive reduction 
if air pollution. 

An important result of the London smog of 1952 was 
the establishment of the committee on air pollution under 
the chairmanship of Sir Hugh Beaver; and the Depart- 
ment of Scientific and Industrial Research gave the com- 
mittee valuable help. Among the iniportant recom- 
mendations of the Beaver Committee was the extension 
if research into the many problems of air pollution and 

ealth. This would mean a considerable expansion of the 
research staff engaged in studying the relationships 
between various pollutants and the incidence of disease. 
\lready some special surveys on the influence of air 
pollution on bronchitis, lung cancer, and other respiratory 
diseases are being assisted by the department. 

Over five million tons of sulphur dioxide are discharged 
nto the air of Great Britain each year, and this subject 
vill need intensive examination. By each of our large 


The Investigation of Atmospheric Pollution: a Report on 
Observations in the 10 years ended March, 1954. Department of 
Scientific and Industrial Research. H.M. Stationery Office. 
78. 
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electricity-generating stations as much as a million tons 
of coal may be burned each year. Another problem in 
which the department has helped and can help further 
is that of the tens of thousands of hand-fired boilers still 
used in industry—boilers which are not equipped to burn 
raw coal efficiently without producing excessive smoke. 
The special smoke-eliminator door developed by the fuel 
research station is inexpensive and simple to operate ; 
it makes coal ‘‘ work harder’’ by using it more efficiently, 
and it greatly reduces smoke. 

Among other work described in this important report, 
there is that relating to the removal of oxides of sulphur 
from flue gas, the production of coke that will give a 
satisfactory fire even on an old-fashioned fire grate, 
research on domestic heating, and the testing of equip- 
ment, one of the objects of which is the more widespread 
use of stoves and grates that will allow a satisfactory 
smokeless fire with ordinary coke. 





London’s Health in 1954 


In his report ' for 1954 Dr. J. A. Scott, county medical 
officer of health for London, refers to the increase in 
notifications of dysentery. The figure of 4268 notifications 
in the year was the highest ever recorded. The epidemic 
was already under way when the year began and came 
to its peak in April. The heaviest incidence was among 
children of preschool age, but there was a slightly 
increased proportion of cases among school-children 
compared with the previous year. Food-borne outbreaks 
of dysentery are at present very uncommon, and there is 
no evidence that the heavy incidence of recent years is 
due to food infection. An investigation of cases in 1952-53 
showed that children under 15 were more likely to give 
rise to secondary spread, and more suscéptible to 
secondary spread, than those over 15. Nearly half the 
cases notified had a clinical ‘illness which was confirmed 
bacteriologically ; less than a tenth were symptomless 

carriers ; and two-thirds were in outbreaks of 2 or*more 
assoc iated cases. A clear association was shown between 
the severity of the primary case and the resulting spread. 
Where the infection was widespread, ‘ sulphonamide 
appeared to present few advantages.” 

The birth-rate was 15-2 per 1000 population compared 
with 15°3 in 1953 and 1952, 15-6 in 1951, 15-7 in 1950, and 
13-4 in 1938. The birth-rate, though well ir excess of the pre- 
war and early war years, seems to have stabilised at a little 
below the average of the last 21 years. Since 1948 the still- 
birth-rate has remained relatively stable, and in 1954 there 
were 19-8 stillbirths per 1000 total births. 

Since 1951 there has been a steady“decline in the death- 
rate to the lowest figure ever recorded in London—10-7 per 
1000 population in 1954. Heart-disease accounted for nearly 
one-third of the mortality and, although the death-rate 
from cancer showed a slight decrease from 2-34 per 1000 in 
1953 to 2-31 per 1000 in 1954, it remained the second leading 
cause of death (a detailed examination of the course of lung 
cancer in London over the last 25 years appears as an appendix 
to the report). 

The infant-mortality rate continued to decline and reac ree 
the lowest recorded figure of 20-7 per 1000 live births, com- 
pared with 23-9 per 1000 live births in 1953. Of these, 15-1 
occurred in the first four weeks of life, which was also a 
record law figure and compared with 17-8 for England and 
Wales. 

The total number of women who died as a result of 
pregnancy or childbirth (including post-abortion deaths) 
was 34, compared with 37 in 1953, 50 in 1952, and 42 in 
1951. 

The number of cases of diphtheria continues to decline, 
and in 1954 there were only 4 confirmed notifications and 
no deaths. There was a smaller incidence of whooping-cough 
than for some years past and there were only 4 deaths from 
this disease. The notifications of scarlet fever were the lowest 
recorded since 1941 and there were no deaths. The fatality- 
rate for measles has declined considerably in recent years, 
and from the 7445 cases notified in London only 2 deaths 


resulted. 


Report of the County Medical Officer 


1. London County Council : 
Pp. 231. 


of —— and Principal School Medica] Officer, 1954. 
2s. 
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The report includes a detailed account and statistical 
data relating to recent trends in the mortality and morbidity 
of tuberculosis in London. About a century ago nearly one- 
fifth of all deaths in Londoners was due to tuberculosis ; 
in 1950 the proportion had fallen to a thirtieth and in 1954 
to a fiftieth. 77% of the deaths in 1954 from all forms of 
tuberculosis occurred among persons aged over 45 years, and 
the majority (79%) of these deaths were in men. 

The routine vaccination by B.c.c. of tuberculin-negative 
13-year-old school-children was inaugurated during the year. 
About 25% of parents withheld their consent to vaccination. 
Of the children whose parents consented to vaccination, 
only 15% of those not in contact with a known case of tuber- 
culosis were found to be positive reactors. 


There was a slight though welcome improvement in the 
‘immunity state’ of London children under 5: the 
number of primary immunisations against diphtheria 
increased from 36,004 in 1953 to 47,621 in 1954. At 
the end of 10954 it was estimated that 55%, of children 
under 5 had at some time been immunised against 
diphtheria. I spite of the fact that no special publicity 
was given to whouping-cough immunisation, the demand 
for it continued to grow and during the past four vears 
it had increased fourfold. The number of children vaccin- 
ated against smallpox in their first year of life has almost 
doubled since 1949, and during 1954 about a half of all 
children under 1 were vaccinated. 


Safeguarding Agricultural Workers 


Based on sume of the recommendations made in 1949 
by the Gowers Committee on health, welfare, and safety 
in non-industrial employment, the Agriculture ( (Safety, 
Health and Welfare Provisions) BLill' now before 
Parliament enables the Agricultural Ministers to make 
protective regulations. 

These may deal, among other things, with the safeguarding 
of workers from dangerous parts of machines, with the train- 
ing or supervision of young persons when working with 
prescribed machines, and with the protection of workers from 
the risk of falls and strains. The maximum loads which 
workers may lift under different circumstances may be 
specified. The Bill also provides for notices to be served 
requiring the provision of sanitary and washing facilities ; 
and the Ministers may make regulations for the provision of 
movable sanitary facilities where workers are employed by a 
contractor or other person who is not the occupier of the land. 
In addition the Bill provides that children under 13 years of 
age may be prohibited from riding on or driving prescribed 
vehicles, machinery, or implements used in agricul.ure. 
(Local authorities are at present empowered to make by- 
laws concerning the conditions in which children, after their 
13th birthdays and until they leave school, may assist in any 
trade or occupation.) All agricultural units are to have a 
first-aid box whose cont«nts will be laid down by regulations, 
Regulations may rn quire the not.tication and k. eping of records 
of accidents and certain diseases connected with agricultural 
work. Tue Bill also makes certain rules concerning inquests 
on deaths which may have been caused by agricultural 
operations. 


Colouring in Food 


A supplementary report,? presented to the Food 
Standards Committee by their preservatives sub- 
committee, on the use of colouring matters in foods 
was published on Dec. 21. In an earlier report,*® published 
in January, 1955, the main recommendation was that the 
Public Health (Preservatives, &c., in Food) Regulations, 
1925-1953, should be amended so as to permit the use 
in foods of specified colours only. The present position 
under these regulations is that, with a few specificd 
exceptions, the addition of colouring matters to articles 
of food is permitted. The supplementary report reviews 
the representations which the subcommittee have 
received from trade and other interests. It sets out in 
greater detail than in in thee earlier report the subcommittee’s 
1. Agriculture (Safety, | Health and dag < ag Decvtatened Act, 1955. 

H.M., Stationery Office, 1955. Pp. ls. 
2. Food Standards Committee : Supple montary Sroent on Colouring 
Matters. H.M. Stationery Office. Pp. 








3. See Lancet, 1955, i, 146. 
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views on the dotueation of the presence in foods of 
added colour; and it recommends a slightly modified 
list of permitted colours. In other respects it reaffirms 
the earlier recommendations. 


In the list of permitted colours, the report recommends 
the inclusion of two additional colours of natural origin, 
titanium dioxide and ultramarine ; and there secms, it says, 
no objection to the continued use in foods of the other organic 
colours of natural origin customarily used in foods. In view 
of the need for certain coal-tar colours, a revised list of 
synthetic colours recommended for inclusion in the permitted 
list is given in an appendix. 

The earlier report recommended that in general the presence 
in foods of added colour should be declared to the purchaser ; 
but it was recognised that exceptions might be necessary. 
In the supplementary report recommendations are made 
as to the form the declaration should take, the sales in 
respect of which declaration should apply, and the foods 
which need not be required to bear a declaration of added 
colour. 

Before deciding, in consultation with other Ministers 
concerned, what action should be taken on its recommenda- 
tions, the Minister of Agriculture, Fisheries and Food 
will consider any further representations from interested 
parties. 

Representations already made to the subcommittee need 
not be repeated, but new representations should be sent to the 
Assistant Secretary, Food Standards and Hygiene Division, 
Ministry of Agriculture, Fisherics and Focd, Great West- 
minster House, Horseferry Road, London, 8.W.1, to arrive not 
later than Jan. 31. 


Medicine and the Law 


Right to Case-records 


To whom do case-records belong—to the patient or 
to the doctor or hospital authority ? The pcint arose 
recently when a woman was charged befure a Metro- 
politan magi trate with stealing ducumeunts, said to be 
her own case-papers, from St. Mary's Hospital, 
Paddington. 


The prosecution solicitor said that the defendant camo for 
treatment at the hospital and took the papers from a table 
in an office while a doctor was being calid. She took them 
home, and they were found there by the police. The hospital 
authoritics, said the solicitor, were in an embarrassing position 
because the papers covered a long and difficult case in which 
civil proceedings had been threatened on several occasions, 
They wanted to establish that a patient had no right to 
confidential papers of this character. 

For the defence, it was submitted that a hospital patient 
had the same right to his or her papers as a sol.citor’s client ; 
the removal of the papers could not be larceny. The defendant 
had thought that she needed them in order to get treatment 
and because she wanted the information they contained. 

The magistrate said that no-one was going to hold in that 
court that a patient bad a right to his or her records. Prima 
facie the documents must be the property of the hospital ; 
until the matter was disposed of they shou'd be handed back to 
the hospital, leaving the accused to take such uction as she 
would be advised to secure possession of them. The magistrate 
suggested that the prosecution should withdraw the charge and 
he would direct that the papers should be returned to the 
hospital to be kept in safe custody until the ownership was 
decided by legal proceedings. This course was adopted. 

The position as between solicitor and client is stated 
thus in Halsbury’s Laws of England?: ‘* Documents 
coming into existence in the course of business transacted 
under a retainer, and either prepared for the benefit of 
the client or received by the solicitor as agent for the 
client, belong to the client ; but documents prepared by 
the solicitor fur his own protection or benefit, and letters 
written by the client tu the solicitor, belong to the 
eoth itor.” 


1. Times, Dec. 14, 1955. West London » Sinaia Dec, 16, 1955. 
2. 2nd ed., vol. 31, p. 102 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


Bridge is an Easy Game is the title of the book which 
lain Macleod published in 1952. Its theme is the Aco 
system, which makes bidding easy for your partner and 
difficult for your opponent. Many doctors are good 
bridge-players and the best doctors make conditions 
easy for their partners; give disease, which is the 
opponent, as difficult a chance as possible; use finesse 
where necessary, and respect conventions. The best 
bridge-players reach their slams by agreeing on the suit, 
showing their strength with the minimum of bids, and 
then using cue-bidding or some convention like the 4-5 
no trump or Blackwood convention. Having arrived at 
the right contract bad or indifferent play can undo all 
the good of the bidding and lead to a post mortem, which 
may be tedious but may help the player not to repeat 
his error. 

The best physician suspects a particular organ is at 
fault, or an infection is at work, investigates it appropri- 
ately and not with the full fury of every conceivable test 
and perhaps calls in his surgica] partner for help. If, by 
careful team-work, they decide that a person has an 
adenoma of the bronchus, or of the islets of Langerhans 
or a meningioma of the cord, or perhaps, with the help 
of the bacteriologist, decide that the patient has typhoid 
or psittacosis, their satisfaction is as great as the slam- 
bidder’s. But operation or treatment must be as precise 
as the play of the cards and the experienced operator or 
physician has yet to complete his task. If operation fails, 
the pust mortem may be revealing. If the physician fails 
in his diagnosis, the patient may seek other advice and 
the second physician make the right diagnosis. His 
chagrin is like that of the bridge-player who bid five 
hearts over four spades to save game or rubber and goes 
three down vulnerable, 800 points, only to find later 
four spades could easily be defeated. Bridge may be an 
easy game fur the real experts and medicine may also be 
easy at times, but let us never forget that basic principles 
have an overriding importance over investigations and 
that administration is an integral part of the profession's 
work. And let us be thankful that for three years at the 
top of the administration we have had a player bold 
enough to study new methods, use finesse, and realise 
that the doctor-patient relation calls for real partnership. 
In his new task his recent experience should help and 
so let us sincerely wish him the best of luck. 

* * ~ 

Christmas week has been most confusing. Sunday was 
recognisable—just : church followed by over-eating ; but 
then chaos set in. Deutero-Sunday coincided with crypto- 
Monday, and was followed by pseudo-Monday. Some 
found Wednesday normal. while others confused it with 
iso-Monday. On retro-Saturday sporadic cases of acute 
inversion of sleep rhythm heralded an explosive epidemic 
which raged throughout proto-Sunday and had died out 
again by midday on Sunday. Monday of the New Year 
saw the normal calendar comfortably restored. 

* 7” * 

On Christmas Eve there was a knock at the door and 
I heard a boy’s clear voice asking permission to sing a 
caroi. I brought him into the lounge and said I would 
accompany his songs on the piano. He was a genuine 
Christmas-card chorister with a skin of strawberry and 
milk and an expression of indestructible innocence. He 
started with Sleep’ Holy Babe and sang with a clear 
reedy voice that would have brought tears to the angels. 
Then he sang Once in Royal David's City, and finally the 
Coventry Carol. I would have kept him singing all night, 
but knowing that he had only a little time in which to 
amass a fuitune I asked my wife to bring in the mince- 
pies. I poured him out a sweet sherry and searched in 
my pocket for half a crown. I had to exercise some 
restraint not to give him five shillings. After he had 
downed the pies and sherry he bent down and patted my 
golden Labrador on the head. 

‘** Hallo Su,” he said. 

** How do you know my dog ?”’ 

‘I know him quite well. He chased me out of your... 

‘** Don't tell me you are the wretched and degenerate youth 
who stole every apple from my only apple tree ! ”’ 





The truth was too clear. I turned helplessly to my 
wife. ‘ I have brought this shining youth into my house 
out of the cold of the night. I have treated him like a 
princeling. I have given him my finest vintage sherry 
and stuffed his pockets with silver . . . only to learn that 
he is a monster of iniquity !”’ 

The boy’s head sark in an agony of remorse. Slowly 
he opened his hand and offered me the half-crown back. 
** No, my holy innocent—but before you go you will sing 
every verse of The Lord at First had Adam made— 
unaccompanied.” 

* ~ > 

This week looks like marking the end of an epoch in 
our village. They are going to fill up the hole in the 
road. It has been there since three years last Christmas, 
something to do with one of those .new-fangled sewage 
schemes that so disrupt the English way of life. The 
steam-roller came clattering down the hill last Monday 
and is belching impatiently behind the vicarage. Six 
barrels of tar and a load of granite chippings lie waiting 
on the village green—the green which has borne three 
cricket seasons and two and a balf football seasons of 
the contractors’ lunch-hour sport. We feel just as the 
Britons did when the legions were packing up for Rome. 
A tampon of tarmacadam will be a miserable placebo 
for the gap in our hearts. 

How different it was when the first lorry-load of men 
came to the village in 1952 and picked a spot outside 
the Rose and Crown. It was thirsty work and only the 
landord was pleased. But Irish tongues and twinkling 
eyes, and the jingle of half-crowns on pay-night, softened 
the chill of the tap-room. The bay season was good the 
following year, the evenings warm and friendly. By 
autumn time old George’s battered taxi was rarely free 
of white ribbons and confetti. Unfamiliar names crept 
into my midder bookings, Murphy and O’Brien, and even 
Pinzarelli. A fine lot of christening parties we had, with 
a tot of the real proper peaty stuff for the doctor. Too 
bad that one or two lucky lads got back across the sea ; 
but we are a bread-minded lot in our village, quite used 
to our own English game of trial and crror; so Mildred 
and Daphne were worked off on someone else, with a 
filving start for a dowry. 

We shall miss them all in lots of ways. The odd 
hand scelded while making the nine o’clock tea. The 
sciatica before the local races. Mike O'Leary was shaping 
up nicely as a spin-bowler on Saturday afternoons. 
Pinzarelli clipped the privet hedge around the surgery 
with the artistry of Michelangelo. Poor simple Alf 
wil] soon be out of a job. He used to twiddle the stop- 
and-go sign on the corner. Nobody took much notice of 
it, of course, except the day he twiddled it too late and 
we had to jack the vicar’s carsout of the hole. Mrs. 
Ugglethorpe’s paraffin sales will slump when the little 
red lights are snuffed out for the last time. The Rose and 
Crown will seem cheerless. 

The hole might well have been there for another 
three years if the boss’s son had not come back from 
his National Service. He was a gangling pimply youth 
when he pegged out the claim, and he never really had a 
decent chance to get to know us before he was whisked 

away into uniform. Now he has come back, bronzed and 
broadened, but contact with the wider world seems to 
have made him strangely intolerant of our hole. Can 
you wonder that we are heavy-hearted ? 

* * * 


I had called for some hair-oil, and found myself 
standing behind an anxious mother, I distinctly heard 
her ask for: ‘ Delinquent pastilles, please.’’ The chemist 
luoked mystified for a moment and then handed her a 
packet. When she had gone, I could not resist asking 
him to resolve the mystery. To my relief I found that 
the medicament required was Gee’s linctus pastilles. 

* * * 


News from the breakfast table 

Jane (aged 13): “I am going to paint the dolls’ house 
these holidays and sell it. Then with the money I could buy 
at least two budgies.” 

Hugh (aged 9): “ Do I get a share?” 

Jane: “No! 

Hugh: ‘I don’t think that’s fair. After all I helped to 
bring the dolls up.” 


” 
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Letters to the Editor 


RECRUITMENT FOR THE OVERSEA MEDICAL 
SERVICE 
Sir,—-There is a certain amount of uneasiness about 
the future of what until recently was called the Colonial 
Medical Service. May I inflict on your readers some 
reflections of an amateur that have a bearing on the 
problem ? * 


The Present Situation 

Although the Oversea Medical Service is still fairly 
healthy there is a shortage of doctors in certain terr?- 
tories ; and in some places, such as Northern Nigeria, it 
18 SeCTLOUS. 

Owing to the progress of some dependencies towards 
home rule, and, ultimately. complete self-government, a 
career in Colonial medicine (as in other branches of the 
Colonial Service) is now robbed of some of its former 
security and of prospects of advancement for the com- 
petent man. It is doubtful whether the type of medical 
officer now being recruited is on the average quite as 
good as formerly. Not very long ago it was not unusual 
to find men who, although not perhaps shining lights 
academically, were energetic, independent, adventurous, 
and anxious to use their talents in places where they could 
make their weight felt. These men were the backbone 
of the service. Some recent recruits are able, but others 
would have had little chance of success in the United 
Kingdom in the fiercely competitive conditions that have 
prevailed since the war and seem likely to continue. 

At the same time there is a surplus of good men in the 
United Kingdom. Some of them, especially those with 
a little knowledge of the opportunities for work in 
Colonial territories, would welcome a spell of duty 

‘ overseas provided—and this is the crucial qualification 
that they could be assured of a reasonable prospect of 
finding suitable employment at home if and when they 
decided to return. 

Indigenous medical services are growing apace, and 
in a number of territories there are promising medical 
schools. Thus, so far as the British graduate is concerned, 
the service is steadily shrinking. It may therefore be 
asked what need there is to consider a problem that will 
solve itself within a generation or less. It is, however, 
clear that for a number of years to come British doctors 
should continue to help in building up medical services 
that are still defective and leavening those that have 
already achieved autonomy or will soon do so. It would 
be lamentable if the Oversea Medical Service, as we know 
it, disintegrated in haphazard fashion during the next 
ten years. 

Recent information about resignations in West Africa 
is disquieting. That the service will contract is certain ; 
but it is possible to make this an orderly involution 
rather than a rout. The introduction of the Oversea 
Service last year in place of the Colonial Service was a 
welcome step, but one cannot help wondering whether 
the remedy was too little and too late. 


The Proposal 

The Oversea Medical Service should be abolished. 
Each territory would continue to have its medical service 
which would be recruited locally or by secondment from 
a new Oversea Division of the National Health Service. 
In some cases the staff would be entirely autochthonous ; 
in others the majority would continue for a time to be 
supplied by the United Kingdom. 


*The policy proposed is in line with that advocated in 
September, 1953, by a special correspondent to the T'imes 
and in letters contributed to that newspaper in October, 
1955, by Sir Reginald Saloway, Mr. Julian Snow, and 
Mr. John Tilney. 
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The rates of pay in the Oversea Division of the 
National Health Service would be the same as in the 
existing health service plus whatever allowances were 
appropriate. Salaries would be paid by the National 
Health Service, the necessary funds being derived from 
contributions from the various territories supplemented 
as required by an allocation from the Colonial Develop 
ment and Welfare Fund. The purpose of this allocation 
would be to ensure that in poor countries the rates of 
pay for overseas officers would be as good, or almost as 
good, as those in wealthier territories. Furthermore, it 
would be desirable to stabilise establishments so that 
they would no longer be subject to disconcerting fluctua 
tions dependent on factors such as the prevailing price 
of coffe or sisal. Each territory would indicate to the 
Colonia: + flice, and, through it, to the Oversea Division 
of the National Health Service, what vacancies it wished 
to be filled from the United Kingdom. If a man chose to 
make his career in Colonial medicine he could apply for 
transfer to a local medical service, if he were prepared 
to take the risk, or for transfer (see below) to the perma- 
nent staff of the Oversea Division of the National Health 
Service. 


The Difficulties 

These are formidable and the list that follows is far 
from exhaustive; but no worth-while administrative 
change can be made without a good deal of pain and 
suffering. 

If one of the cardinal features of this scheme is that 
men may come and go between the United Kingdom aid 
the oversea territories, then by far the biggest obstacle 
is the fact that the National Health Service is not unified 
so far as the appointment of medical officers is concerned. 
This important function has been wisely delegated to 
boards of governors of teaching hospitals and to regional 
hospital boards. ‘The Ministry of Health as such can 
make no promise of reappointment to a man who is 
seconded for service overseas. This is the main reason 
why the regulations made to facilitate secondment proved 
unfruitful. The power of appointment is in the hands of 
the boards, many of which know little about the Colonial 
Service and care less. 





An outstanding man whose pioneer work in a remote 
colony was fittingly recognised by Government returned to 
the United Kingdom at the conclusion of his three-year 
contract. He was well known to his regional board and held 
in high esteem by his professional colleagues. All were aware 
of the duration of his term of service overseas. Yet on bis 
return he was kept waiting for about nine months before 
he found employment, and it is possible that he might have 
been even worse off if pressure had not been put on the board 
from outside. This sort of thing is discouraging. 


There are two possible solutions. The ideal but difficult 
one is that boards should agree to accept responsibility 
for filling vacancies in particular territories. The Hospital 
for Sick Children (Great Ormond Street) already under- 
takes to supply a registrar for the pediatric service at 
Kampala, Uganda. However, the chances are that a 
single teaching hospital or regional board would find it 
impossible to supply the men with the necessary inclina- 
tions and qualifications for particular vacancies as they 
arose; or, even if the men were found, it might be 
impossible to guarantee appropriate vacancies for them 
on their return. Yet this system of adoption, as it might 
be called, has the merit of evoking personal interest and 
the pride of relationship. For that reason it may be 
better than the alternative and ought not, perhaps, to 
be lightly dismissed. 

The alternative is that when the Oversea Division of the 
National Health Service is asked to supply medical officers 
for this or that territory it should notify all boards of 
governors and regional boards ; these would submit to 
the Oversea Division the names of men who wished to 
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be considered a and ‘for whom places would be av vailable 
it the end of their term of service overseas. An arrange- 
nent of this kind would be utterly valueless unless the 
boards, already overworked and often harassed, entered 
enthusiastically into this new and onerous responsibility. 
Chey would need to learn something about the Colonies ; 
but it is possible, and even likely, that if the ground were 
well prepared the boards would respond favourably. 
{nd it happens that the Colonial Office can now command 
the services of a number of medical folk im this country 
with a good knowledge of Colonial medicine who would 
be willing to acquaint boards of governors and 
regional boards with the great significance of the new 
departure. 

Another serious objection to the scheme is that it 
tends to replace a regular army by one made of men 
serving on short-term commissions. Many of the hard- 
won benefits of unification of the service would be lost. 
Yet it should be possible to maintain a corps-d’élite of 
men who have decided to devote their lives to Colonial 
medicine and who could be transferred, as at present, to 
key posts in any territory as the need arose. Within the 
Oversea Division there would be an enclave for such 
men, still paid by the United Kingdom Government, 
with regular grades of promotion, but with no guarantee 
(any more than at present) of their being appointed to 
posts at home on resignation or retirement. 

If the course outlined above were limited to medicine 

and no more is suggested—it might be objected that 
the more or less uniform pattern of Colonial administra- 
tion was being badly shaken. The system described could 
not indeed be easily applied to other professional services 
because there is nothing in other professions wholly 
comparable with the } National Health Service. Here is 
te test of the value of these proposals. If they are worth 
while, then administrative tidiness should not be taken 
too seriously. And it may be pointed out that however 
neat the present pattern of central administration that in 
the territories themselves becomes increasingly kaleido- 
scopic, with the introduction of officers recruited locally, 
the direct appointment by Colonial governments of 
doctors from foreign countries, and the evolution of 
health departments responsible to elected ministers. 
Even the semblance of uniformity is going ; the loss of 
a little more would of itself do no harm. 

The Colonial Office would rightly feel reluctant to 
delegate responsibility for the selection of men for service 
overseas to another Government department which has 
little knowledge of Colonial affairs and is, indeed, still 
busy wrestling with the manifold problems presented by 
a huge and still young health service. It should not be 
beyond human wit to devise machinery whereby the 
Secretary of State for the Colonies continued to exercise 
ultimate authority. It would be of benefit to the Civil 
Servants in his department (as well as to those responsible 
for the National Health Service) if there were some 
broadening of selection committees. Selection com- 
mittees set up under the National Health Service, though 
still not ideal, are wider in composition and to that extent 
considerably better than in former times. It is perhaps 
worth mentioning too that university bodies in the 
oversea territories seem well content to leave much of the 
selection of men, even for senior posts, to committees 
appointed by the Inter-University Council and sitting in 
London. 

I have said nothing about a possible relationship 
between general practice in the United Kingdom and the 
proposals I have outlined. There are two reasons for this : 
this letter is already too long, and it would be better 
for questions concerning the general practice aspect of 
the N.H.S. to be discussed by someone well versed in 
the subject. 

Pg of Ortho ics, 


, Great os Street, oa 


London . SEDDON. 
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CYTOLOGICAL TESTS OF SEX 

Srr,—-I wish to plead for the utmost in caution and 
diplomacy in the use of such expressions as ‘ female 
nuclei or male nuclei’’ and “‘ genetic female or genetic 
male’? when applying cytological tests of sex clinically. 
Gonadal agenesis patients are feminine although their 
cells lack sex chromatin in the majority of cases. 
Similarly a proportion of male pseudohermaphrodites 
are feminine, clinically and socially, although their 
body cells are of the male type. A converse situation 
is encountered in some true hermaphrodites and in 
certain uncommon syndromes that are now being 
studied. A well-informed patient might be more dis- 
turbed than the circumstances warrant should he or 
she learn by a chance remark that the body cells are at 
variance with the obvious sexual anatomy. Consequently, 
I would prefer to see used in the clinic such less committal 
expressions as ‘‘chromatin positive or chromatin 
negative.” 

The cytological tests of sex have important theoretical 
implications in the study of sex differentiation. They 
also have a distinct diagnostic value in practice. How- 
ever, they should carry no weight beyond this, and I 
agree with Wilkins et al.1 who emphasise that the 
presence or absence of sex chromatin, in congenital 
errors of sex development, is a minor detail in the 
femaleness or maleness of the whole person. It would 
be most regrettable if the advantages that accrue from 
having available a cytological test of sex were marred 
by placing an additional psychological burden on any 
patient who suffers from an abnormality in sex 
development. 

The recent applications of cytological tests of sex 
in clinical practice emphasise the necessity of funda- 
mental cytological studies to establish what relation 
there is between the sex chromatin and the sex chromo- 
somes. The suggestion that the ‘“‘ female ’’ sex chromatin 
is derived from heteropyknotic portions of two X chromo- 
somes is only a plausible hypothesis that is based on 
indirect evidence.? Should this hypothesis prove incorrect 
the cytological tests would retain their practical useful- 
ness in differential diagnosis, but theoretical derivations 
might be greatly affected. In particular, it is premature 
to equate female-type nuclei with genetic femaleness 
or male-type nuclei with genetic maleness, as a generalisa- 
tion in errors of sex development, for our present methods 
give no direct information concerning the genes that are 
concerned with sex determination and sex differentiation. 

Department of Microscopic Anatomy, 


University of Western Ontario, 
London, Canada. 


DISORDERS OF CONTEMPORARY SOCIETY 

Sitr,—Professor Pickering (Dec. 3) refers to one factor 
which we, as a profession, could do something to control. 

It has been emphasised that the tyranny of the kings 
and princes has been replaced by that of the organised 
groups. Today antagonisms grow up between groups as 
they.once did between potentates. 

In war we are, as it were, thrown into a bag and 
shaken up together. This gives many opportunities for 
understanding the other man’s point of view and welds 
us together. But when war ceases the opportunities thus 
presented are again taken away. 

In the field of industrial medicine this is painfully 
apparent, for those in one occupational group perceive 
dimly, if at all, their dependence on other groups. Thus 
the factory workers distrust ‘‘ the City ’’ and those in 
the City condemn, all too easily, the factory man. The 
fact that both are in the same production team is scarcely 


Murray L. Barr. 


1. Wilkins, L., Grumbach, M. M., von Wyk, J. J., Shepard, 7. H., 
Papadatos, C. Pediatrics, 1955, 16, 287. 

2. Barr, M. L. In Modern Trends by ‘Obstetrics and Gynecology. 
Edited by Kenneth Bowes. Second series. London, 1955; 
chapter 7, p. 123. 
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known and the two groups never really meet. Yet 
agencies exist that could facilitate such meetings by 
which, surely, mental health would be improved. Is not 
much sickness in industry of emctional origin and does 
not a lot stem from the antagonisms between groups ? * 

The politicians seem to know little about the way in 
which the stresses mentioned arise and are aggravated. 
By grandiose planning they make things worse and 
expect, without reason, that an individual can easily 
attach his loyalty and affection to some immense 
organisation. Yet all civil and military experience shows 
how difficult this is. In health services they also make 
things worse by undue segregation of occupational groups 
in separate medical services. But we have often, when 
sick, one of the rare opportunities in a hospital or other 
institution to make unusual contacts which daily life 
denies us. At such times we can meet those in different 
walks of life. 

Is it not then a mistaken policy to create special 
services for special groups, excluding others from these 
services ? Does not this policy help to widen the rifts 
between one group and another ? 

I see no reason why those concerned with mental health 
should not take more positive steps to break down the 
antagonisms described. They need not talk politics to 
do this. As specialists in a field which baffles the layman 
we have a duty to help in this situation and, in doing so, 
to avoid jargon as Professor Pickering so rightly says. 

Standardisation and uniformity, whatever politicians 
may say, are biologically impossible and the attempt to 
impose them can only be disastrous. Stimulation comes 
from diversity and from the same source should come a 
better understanding of our fellow men. Are we not 
members one of another ? 


Hitchin, Herts. G. C. PETHER. 


> - , 
€u0v0 Oavavrocs 
EMOU THANANTOS 

Srr,—According to the old Greek myth, the rebellious 
Prometheus stole the secret of fire from Heaven and 
was punished terribly by the eagle, servant of Zeus ; but 
had to be acknowledged as the greatest benefactor of 
the human race. Modern men, successors of Prometheus, 
have discovered the secret of nuclear energy. Will they 
become destroyers of the world; or, by harnessing 
nuclear energy, will they become the greatest benefactors 
of mankind? Julian Huxley! likens their possible 
destructive activity to that of a cancer on the Earth. 

This choice for good or evil reminds me of something 
that I wrote many years ago in a fanciful article on the 
Teleological Aspect of Cancer.2. It was an imaginary 
conversation between two cells of a living human being. 
One cell was complaining of bad treatment, and said 
‘*he was determined to try the effect of undergoing a 
malignant neoplasic mutation.’’ The other cell, arguing 
against such a step, said “‘ that by undergoing such a 
mutation he would be destroying the body on which he 
lived.”” The answer was that ‘although he himself 
would doubtless be dead, his host would live long enough 
for the birth of hundreds of insurgent descendants,’ 
especially in the metastases, and it would be his great 
great, great, grandchildren who would suffer, and that 
one really could not be troubled by what would happen 
to them.’’ Indeed there is an old Greek saying, quoted 
in the works of Euripides: ‘‘ when I am dead (éu0v 
Oavavroc) let the earth be dissolved in fire.’ This is 
what I call the emou thanantos way of looking at many 
an important subject. 

Even now, one continually hears people saying *‘ Ah 
well, I don’t want to waste my time thinking about that. 





1. News Chronicle, Tec. 3, 1955. 
2. Weber, F. P. Med. Pr. 1932, 185, 271. 
3. The malignant neoplasic insurgent cells 


“Stoop” (that is, 


become less differentiated and more savage) in order to Conquer. 
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I shall be dead long before. What will it really matter 
to me ?”’ But civilised man should say : ‘‘ The question 
ought to matter to us—whether the world will be 
destroyed by gangsters after our life or not.’’ If civilised 
man dves not concern himself with such things, can one 
expect the less civilised peoples in various parts of the 
world to bother themselves with such thoughts ? And 
those peoples are rapidly gaining in world power 
and in numerical importance. 


London, N.W.1. F. PARKES WEBER. 


HYDROCORTISONE IN PAINFUL SHOULDER 

Srr,—Dr. Cyriax (Dec. 31) fails to grasp the purport 
of my letter of Nov. 5: my aim was to puint out that 
cervical spondylitis with nerve-root involvement is 
often associated with capsulo-arthritis of the shoulder- 
joint, and may be the fons et origo thereof; in such 
cases the lowered muscle tone and loss of support, which 
are demonstrable by electromyography, have resulted 
in undue strain being put upon the joint structures, 
which in time they come to resent. 

Neither in the article to which he refers, nor in his 
Textbook of Orthopedic Medicine, do I find that Dr. Cyriax 
specifically refers to this clinical syndrome. 


Sunderland. W. GRANT WAUGH. 


ECLAMYPSIA 


Srr,—Dr. Schuurmans (Dec. 17) says that 17 years 
ago it was suggested that the high incidence of eclampsia 
in Australia might be due to the large quantity of meat 
consumed there. Surely Hamlin has disproved this 
fallacious view ? 

In Australia by means of a high-protein diet he has caused 
eclampsia to disappear. On the other hand, as Hamlin has found 
that limiting the intake of carbohydrate prevents excessive 
gains of weight, and is followed by the disappearance of severe 
toxemia and eclampsia, it is logical to conclude that heavy 
carbohydrate intake produces the dangerous and excessive 
gains of weight. which are followed by toxemia and eclampsia. 

In any prolonged war eclampsia is apt to diminish or 
disappear. It happened in Germany in 1914-18. War leads 
to food shortage and rationing, and so prevents over-eating ; 
reduced intake of food prevents any excessive gain of weight 
and so is followed by the disappearance of severe toxemia 
and eclampsia; this in turn results in fewer toxemia- 
produced stillbirths and premature births; and since, as I 
have shown (Nov. 5), toxemia and eclampsia affect mothers 
who are producing boys more often than those who are 
producing girls, the babies whose lives are saved are more 
often boys than girls. By this means Nature is able, through 
producing a surplus of live male babies, to compensate for the 
male combatants who have died fighting in the war. Post-war 
male population increases are well known. 

The disappearance of eclampsia in Holland during the late 
war was, I am confident, due, not to the quality of the food, 
but to its severely reduced quantity. With the end of the 
war, and an increase in the quantity of food, over-eating 
became possible and eclampsia reappeared. 

The diet which is suggested by Dr. Schuurmans to prevent 
eclampsia is more likely to produce it, unless bread and 
potatocs are restricted. 

In a region where the disease is fairly common, I have found 
that for each case of eclampsia there are about 20 cases of 
toxemia severe enough to necessitate induction of labour. 
Using the frequency of this procedure as an index of severe 
toxemia, it is possible to note the effect of diet on toxemia, 
and indirectly on eclampsia. In the years 1947-51, without 
controlling weight, the frequency of inductions for toxemia 
in my patients was 7-7% (52 out of 674, including 3 cases of 
eclampsia), while in 1952-55 it was 3-2% (23 out of 710 
including 1 case of eclampsia). In the latter period, at first 
I attempted to control weight only with anorexigenic drugs ; 
but later, owing to the results being inadequate, I also 
instructed patients to cut their bread and potato intake 
(i.e., those foods which Dr. Schuurmans is recommending), 
with improved results. Of the 23 patients who were 
** failures,’ 18 had had excessive weight gains (that is to say, 
my control of their weight was inadequate) while the other 5 
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patients consisied of 2 primipare# who were initially hyper- 
tensive (essential hypertension) and 3 multipare with initial 
hypertension and histories of having had previous toxemia 
(i.e., patients who according to my theory had permanently 
retained a hostility to invading transplacental hormones). 
By the correct diet, eclampsia and severe toxemia can nearly 
always be reduced in severity to little more than mild toxemia. 
“Many cases of inild toxemia” that still occur probably 
include a considerable number of “ aborted ”’ severe toxsemias 
or eclampsias. 

Dr. Suhuurmans doubts my theory that mothers may react 
to the entry of foetal hormones because, he says, these do not 
differ in any respect fronr those of the mother, But this is not 
an established fact. Steroid chemistry is compk x enough in 
the adult, but it has never been studied, and could probably 
never be studied, properly in the foetus. Apart from the 
suspicion that the sex hormones of the foetus are probably 
produced by the adrenal cortex, instead of by the ovary in 
the mother, it is quite impossible to prove the truth of Dr. 
Schuurmans’ incautious statement about the hormones of the 
upborn baby, though it may well be possible to disprove it. 


To predetermine the fetal sex by biochemical means, 
it is essential for the foetal sex hormones in the mother to 
differ from the maternal hormones, and for the presence 
or influence of the foetal hormones to be detected. I 
suggested in my article that it might be possible to 
predetermine sex before, but not after, the onset of 
toxwmia, because entry of foetal hormones into the 
mother would then be resisted. This suggestion, if 
confirmed, should dispel Dr. Schuurmans’s doubts 
concerning the possibility of maternal reaction to fetal 
hormones. 

Reading. K. D. SaLzMANN. 
EARLY DIAGNOSIS OF COMPRESSION OF THE 
SPINAL CORD 


Srr,—I would like to congratulate Mr. Rowbotham 
(Dec. 10) on his efforts to encourage early diagnosis 
of neoplasms causing cord compression, and endorse his 
views on the disastrous results of late diagnosis. Recently 
I have seen four such cases. 


One of these four patients had a ten-month history and 
bilateral palsy of the fifth, sixth, seventh, and eighth cervical 
and first thoracic nerve-roots, but no sensory changes. He 
had been treated for cervical spondylosis, At operation 
he had a pachymeningitis. 

The next patient had an eight-month history and a 
bilateral palsy of the fifth, sixth, and seventh cervical nerve- 
roots, with sensory changes; the plantar responses were 
flexor. He also had been treated as a case of cervical 
spondylosis. At operation a benign intramedullary tumour 
was removed, and he is doing well. 

The third patient had a four-month history and a uni- 
lateral palsy of the seventh and eighth cervical and first 
thoracic nerve-roots with sensory changes. There were no 
radiographic changes in the cervical spine, and there was no 
evidence of a Pancoast tumour (which may cause this type of 
palsy); but further radiographic examination showed the 
seventh cervical vertebra collapsing and by this time a 
supraclavicular gland was palpable, which biopsy showed 
to be malignant. 

The fourth case was in a young adult who had a seven- 
month history and a bilateral first sacral palsy, bladder 
symptoms, and sensory loss from the upper buttocks to the 
outer side of both feet, including the anal and perineal areas. 
Operation disclosed a tumour of the cauda equina. 


Each of these cases had been diagnosed as a disc 
lesion. 

I would like to add six criteria which help towards 
early diagnosis of spinal tumours : 


1. A history of increasing and intractable segmental pain. 

2. Peripheral symptoms, starting distally and progressing 
proximally, in the upper limb. 

3. Sensory changes in more than one dermatome. 

4. Rapid increase in the palsy. This is common with disc 
lesions, but then only one nerve-root is affected. If more than 
one nerve-root is affected, then a spinal tumour should be 
suspected. 
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5. Bilateral sensory or motor changes, especially if more 
than one segment is affected. 
6. The plantar response is unreliable, since the response 
may not be extensor until late in the course of the disease. 


London, W.1. R. BaRBor. 


INGUINAL HERNIORRHAPHY 
Str,—Mr. Doran (Dec. 24) argues that, since the 
conjvined tendon forms the lower border of an inelastic 
aponeurosis, the ‘‘ primary fixed point’’ remains equi- 
distant from the anterior superior iliac spines, and the 
distance of this point from umbilicus and pubic crest 
remains fixed, no ‘‘ shutter action’’ of the conjoined 
tendon is possible. While the clinical and experimental 
evidence adduced seems to support this hypothesis, the 

geometrical argument appears to be fallacious. 


In his fig. 1 Mr. Doran represents the “‘ primary fixed point ” 
as the point of intersection of the diagonals of a quadriateral 
whose apices are the umbilicus, the anterior superior iliac 
spines, and the pubic crest. Were this the case the argument 
would hold. In fact, however, the geometrical representation 
of these points is an asymmetrical] four-sided pyramid, with 
the primary fixed point at the apex. Theoretically this figure 
degenerates into a quadrilateral when all five points are 
co-planar, and the apex of the pyramid becomes the point of 
intersection of the diagonals of the quadrilateral. Even if 
this configuration were present in an individual it would only 
occur temporarily, since any change in intra-abdominal 
tension would alter the position of the primary fixed point 
in the sagittal plane. 

Once it is appreciated that the correct representation of 
these points is a pyramid it may be seen from geometrical 
considerations that the primary fixed point is only “ fixed ” 
in the coronal plane. In the sagittal plane it is able to occupy 
a wide range of positions without its relations to the other 
four points in the coronal plane being altered. Normaliy 
the primary fixed point lies anteriorly to the three bony 
points and the umbilicus. On increasing the intra-abdominal 
pressure, as in coughing, it moves more anteriorly. Bearing 
in mind that the tissues between the conjoined tendon and the 
primary fixed point are inelastic, if one accepts Mr. Doran’s 
hypothesis one would expect the conjoined tendon to become 
further separated from the inguinal ligament. The experi- 
ments with radio-opaque markers show that, in fact, the 
distance between the markers remains fixed. 


One is led to the inescapable conclusion that there 
must be some mechanism which prevents further 
separation, and that this mechanism can only be the 
shutter mechanism of the conjoined tendon. I submit 
therefore that the argument against this action of the 
conjoined tendon is based on a too-literal interpretation 
of the word “ shutter.’’ The fact that apposition to the 
inguinal ligament or, indeed, any movement does not 
take place is not a valid argument against its action in 
maintaining the integrity of the inguinal canal. Failure 
of reparative operations based on this principle must be 
sought elsewhere. 


London, W.11. s J. F. Rosprnson. 


Srr,—Mr. Doran, in his paper which was read to the 
Anatomical Society, understandably confined himself 
to anatomical facts. 

The value of his observations would be enhanced for 
surgeons if he would state what incidence of recurrent 
hernia, if any, was noted among the 12 cases in which the 
conjoined tendon and Poupart’s ligament eventually 
parted company, and among the 25 cases in which these 
structures remained in apposition. 

The gratifying freedom from recurrence in my experi- 
ence after operations similar to that performed in 
Mr. Doran’s series suggests that, even if the conjoined 
tendon and Poupart’s ligament separate, they yet 
remain joined by a sheet of fibrous tissue strong enough 
to form an adequate posterior wall to the inguinal canal. 

When recurrence has followed suture of the conjoined 
tendon to Poupart’s ligament after making a relaxing 
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incision, this has usually been a direct hernia through 
the medial end of the posterior wall of the inguinal 
canal. This has led me to pay particular attention 
to the placing of the most medial stitch exactly at the 
attachment of Poupart’s ligament to the pubic spine. 

This ‘‘ master stitch’’ by itself usually brings the 
conjoined tendon into close approximation with Pou- 
part’s ligament and minimises the strain on the more 
lateral sutures. I use fine nylon for these and a stouter 
strand for the ‘‘ master stitch.’ It would be of interest 
to know what suture material Mr. Doran used in his 
cases. 

Edgware General Hospital. FRANK Forty. 


CENTRAL SOCIETY FOR CLINICAL RESEARCH 
Srr,—-Your account ! of this society’s meeting includes 
an abstract of the paper on Renal Manifestations of 
Primary Aldosteronism which we presented with Dr. 
Gordon Farrell. This abstract contains an error. 

The patients were studied during hydropenia or 
‘ Pitressin ’ infusion and osmotic diuresis. In this situa- 
tion they excreted slightly hypotonic urine. The defect 
in net water reabsorption, measured as a negative T°, 0, 
differed from that of diabetes insipidus in that it was not 
as extensive and was not corrected by pitressin. Removal 
of the tumour resulted in at least partial recovery of the 
function of urine concentration. The preoperative defect 
is apparently a manifestation of renal tubular potassium 
depletion. 

The aim of the paper was to indicate that hypertension 
with excretion of dilute alkaline urine should bring to 
the clinician’s mind the suspicion of aldosteronism, and 
perhaps lead, from these simple indications, to the 
uncovering of further cases of this unusual and interesting 
condition. 


Research Division, A. ( 


, ‘, CORCORAN 
Cleveland Clinic Foundation, - _ 
A. 


Harriet P. Dustan. 


Cleveland 6, Ohio, U.8./ 


ADRENAL H#MORRHAGE 

Srr,—I was interested by Dr. Galpin’s letter (Dec. 17). 
The association of suprarenal hemorrhage with an intra- 
cranial lesion has recently been commented on. by 
Dr. Buxton Hopkin (Nov. 5). The presentation of his 
case as an exercise in the diagnosis of the ‘‘ acute 
abdomen ’’ prompts me to describe briefly a case I saw 
clinically and examined post mortem. 


A 43-year-old man was admitted to Crumpsall Hospital on 
Dec. 8, 1952, with left-sided pleural effusion and underlying 
pulmonary collapse, which was confirmed radiographically. 
Carcinoma of the bronchus was tentatively diagnosed. The 
patient had had a chill four months previously, and a month 
later had complained of pain in the left side of the chest 
associated: with breathlessness, slight cough, and weakness. A 
week after admission the patient began to have severe constant 
pain in the epigastrium, penetrating through to the back ; 
he did not vomit. There was guarding but no tenderness. and 
bowel sounds were sbsent. His blood-pressure was 140/80 
mm. Hg, having been 125/70 on admission. A leaking perfora- 
tion of a chronic duodenal ulcer was suspected in view of a 
history of ulcer pain, which had developed ten years previously 
after a fracture of the spine. A policy ‘of “* wait-and-see ” 
was adopted. Pain disappeared, bowel sounds became audible, 
and diarrhea developed. 

Two days later, on Dec, 17, the patient felt better, but 
suddenly his pulse-rate rose to 128 per min., and his blood- 
pressure fell to 80/55; there were no signs of shock. His 
blood-pressure remained constant at this level, and he com- 
plained of weakness. Addison’s disease was suggested. On 
Dec. 30 the serum-sodium level was 240 mg. per 100 ml., and 
the serum-chloride level 500 mg. per 100 ml. (as NaCl). The 
patient died quietly on Jan. 4, his blood-pressure never having 
risen above 80/60 

Necropsy confirmed the presence of a carcinoma of the left 
main bronchus associated with bronchiectasis of the lung 


1. Lancet, 1955, ti, 1120. 
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and chronic empyema. The heart showed severe brown 
atrophy, and there was a chronic ulcer of the first part of the 
duodenum with no sign of perforation. Both suprarenal glands 
had become shells of organised hemorrhage, and it was 
impossible to say histologically whether there had been 
thrombosis or embolism. Unlike the case recently reported 
by Mackenzie ! no carcinoma was present in these glands. 


In many ways, both Dr. Galpin’s and my case are 
similar to the syndrome of ‘‘ hemorrhagic suprarenal 
infarction ’’ reported by Keele and Keele.? In their case 
there was repeated vomiting, severe persistent pain 
below the right costal margin with tenderness, and a 
remarkable absence of shock. 

I feel that if such a diagnosis is made during life 
noradrenaline by itself is insufficient, and full substitution 
therapy, and possibly chlorpromazine, are all worth 
giving ; for otherwise the condition must be hopeless. 

Pathology Laboratory, 


Withington Hospital, 


Manchester. M. Levene. 


ROSEOLA INFANTUM 


Sir,—In your issue of Dec. 3 Dr. Letchner writes : 
‘* Roseola infantum is a common infective disease, 
occurring nearly exclusively in the first 3 years of life; ... 
Complications are very rare;...’’ I have observed in 
adults a very similar condition with occasiona] severe 
complications. 

In August and September, 1941, at No. 12 General 
Hospital, Sarafand, Palestine, some fifty cases of what 
I termed (for want of a better name) “ infectious roseola”’ 
occurred among the medical and nursing staff and 
patients. Similar small outbreaks were noted in the 
surrounding district. 


Usually the onset was abrupt with frontal headache, pain 
on eye movement (a prominent feature in some cases), back- 
ache, general muscular pains, and occasionally joint pains. 
The fever was short-lived and usually slight. Three days was 
the usual duration, and 101°F the average highest temperature, 
though 104°F was recorded. Anorexia and nausea, with 
coated tongue, were fairly common; and occasionally weak- 
ness of the legs, slight sore throat, and hyperalgesia of the 
skin occurred. 

The rash appeared on the 3rd to 8th day, but most commonly 
on the 4th or 5th day. It lasted 5 to 7 days, and was of 
two types: (1) a papulo-erythematous, dusky, pink, discrete, 
morbilliform eruption, resembling measles, but not so blotchy, 
leading to no desquamation or subsequent staining ; (2) less 
commonly, a much sparser and more discrete, pink, papular 
eruption. The distribution of the two types was similar, 
affecting the following parts (in order of situation and 
density) : (a) back, chest, upper arms ; (6) forearms, abdomen, 
thighs, face and neck, legs; (c) hands and feet, palms, soft 
palate. The eruption usually appeared a day or so after the 
temperature had become normal and was not accompanied 
by a secondary rise of fever. There were no successive crops. 

The glandular enlargement appeared with the rash, though 
it was not seen in every case, and consisted of a generalised 
slight lymph-gland enlargement without tenderness. The 
epitrochlear glands were fairly commonly enlarged. There 
was no splenic enlargement. 

The blood picture, in those cases that were examined, most 
usually included leucopenia (about 3000 white cells per c.mm.) 
with a relative lymphocytosis of 50%, in the first few days 
of the illness. The great majority of cases cleared up com- 
pletely and rapidly without sequele, although sometimes 
debility, anorexia, and nausea persisted for 10-14 days. 

The only serious complication was encephalitis and three 
cases of this, with a fourth possible one, were observed. They 
were characterised by fever, headache, neck stiffness, positive 
Kernig’s sign, mental change, and tremor, with no gross 
abnormalities in the cerebrospinal fluid (c.s.F.). The fourth 
patient had fever, headache, and some menta) confusion with 
no physical signs, and the c.s.F. was not examined. All 
recovered completely. 

I had the impression that atypical cases also occurred—e.g., 
glandular enlargement without rash, a kind of prodromal 


ath. Bact. 1955, 69, 333 


1. Mackenzie, D. H. J. P . 
c Brit. med. J. 1942, ii, 687. 


2. Keele, D. V., Keele, K. D. 
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mottling without development of a true rash, or general 
symptoms without either rash or enlarged glands. 

The Weil-Felix and Paul-Bunnell reactions were negative 
in all cases tested. 

From two cases in Tel Aviv, in which the practitioner 
concerned could obtain comparatively precise dates as to time 
of contact and removal therefrom, the incubation period 
appeared to be 4-5 days. 

Milian! under the heading Roseole Infectieuse, refers 
briefly to a somewhat similar condition which had 
previously been noted by Trousseau (roséole saisonniére), 
and Fournier (roséole.simple), but I have not been able 
to examine the latter articles. 

I could arrive at no conclusion as to cause or method of 
spread, but arthropod vectors were most unlikely and 
the occurrence of encephalitis suggested that the condi- 
tion might be due to a virus infection. 


Foikestone. F. R. FLErcHer. 


CANCER OF THE FEMALE BREAST 


Sir,—The point made by Dr. Holtzer (Dec. 24) is 
important, and perhaps I should have explained fully 
how the rates were adjusted rather than make the bald 
statement ‘‘the five-year survival-rates have been 
corrected for age.”’ 

The denominator used to calculate the corrected 
survival-rate for any age-group is not the total number of 
women that fall within that age-group but the number 
expected to be alive at the end of the five-year period, 
under the normal conditions of mortality. Thus the 65—69 
age-group contained 1250 women of whom 367 were alive 
five years later, but according to the current life table 
1035 should have been alive. 

___ ae 
1250 °* 29-4%, 


or 35°4%. 


The crude five-year survival is of course 


it Se 
but when corrected for age it is ~4 
1035 
General Register Office, » 
London, W.C.2. ; A. McKENZIE. 


NOR ANY DROP TO DRINK? 


Srr,—Your article under this heading (Dec. 17) covers 
almost all aspects of Civil Defence in the thermonuclear 
age. I should like here to put forward only three points : 


(1) The Ministry of Housing and Local Government have 
had for some time arrangements for ‘‘ mutual aid ’’ for water 
undertakings, though as far as I am aware no full survey of 
potential water-supplies has been made—at least not in this 
area. 

(2) On the question of the contamination of water-supplies 
by fission products [ think that perhaps we (and you) may be 
too pessimistic, as the Atomic Energy Research Establishment 
have been into this already and have taken samples in various 
places to determine basic ievels. One supply in this area 
(from an underground working from which pitchblende was 
obtained many years ago) was found to have a degree of radio- 
activity vastly higher than any other place in this country ; 
yet the inhabitants are just as healthy as those near by who 
do not drink the same water. There is also a place in Sweden 
where the water has a radioactivity 100 times greater even 
than that just mentioned, but there is no information that 
the people living there are not healthy. 

For reservoirs, owing to the relatively short half-life of 
some at least of the most dangerous fission products, storage 
would help; while, where there are filters, using an alum 
floc and the actual physical scraping of the sand surface would 
remove more. It is highly unlikely that there would be any 
electricity for a number of days; so pumps for water and 
sewage would not be working unless Diesel-operated. 

In such circumstances it is obvious it would be criminal 
to waste a drop, and this should be impressed on the Fire 
Service, which under present arrangements seems to imagine 
that unlimited quantities of water will be available to put out 
fires. The answer is of course that houses would have to be 
dynamited for fire breaks and the rest left to burn. 


1. Milian, G. Nouvelle pratique dermatologique. Paris, 1936; 
vol. 2, p. 803. 
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(3) The teaching of “ field hygiene,” especially to sanitary 
inspectors, was recommended by the medical officers of health 
course at the Civil Defence Staff College as long ago as May, 
1951. But no action has been taken by the appropriate 
departments. 


With regard to (1) and (2) I would refer you also to the 
contamination of the Wabash River after the historic 
‘* Trinity *’ test, and also to a paper by Tsuzuki.! 

Penzance. . mi: DUNSCOMBE. 

NEEDLE BIOPSY OF THE KIDNEY 

Sir,—We were delighted with the conservative attitude 
of your editorial of Dec. 10. My colleagues and I have 
done over 400 renal biopsies in the past few years. No 
patient has died as a result of the procedure; the 
morbidity has been slight ; and in no patient was surgical 
exploration necessary. None the less, we believe that, 
for the time being at least, the procedure should be done 
in special centres and only by those who have been trained 
in this technique. 

We were interested in several points raised by you: 

You state that “‘ several patients have already had as many 
as four successive biopsies, giving detailed information of 
progressive renal disease which could not have been obtained 
by other means. This is not, however, an adequate justifica- 
tion for a potentially dangerous operation ; and biopsy should 
be used only when the information it gives will be of direct 
advantage to the patient, and not merely a rather academic 
addition to medical knowledge.” 


This is a most important statement, for it emphasises 
again that the clinical investigator must be first a 
clinician, whose chief consideration is the care of the 
patient.2 As we have shown, in selected cases, serial 
biopsy of the kidney has provided data which could not 
have been obtained in any other way and which was of 
great value in the care and management of our patients 
and their illnesses. The serially taken biopsies have 
incidentally provided new knowledge of the natural 
history of diseases which, as John Ryle taught us many 
years ago on the wards of Guy’s Hospital,* is not ‘‘ merely 
a rather academic addition to medical knowledge.”’ 

Later you state “‘ that in patients with the nephrotic syn- 
drome .. . therapeutic trial [of cortisone or corticotrophin] 
would give the same information [as renal biopsy] with less 
disturbance to the patient.” 


Unfortunately this is not true. Without histological 
information the response to cértisone or corticotrophin 
is always unpredictable ; this is hardly surprising if we 
recognise that ‘‘ nephrotic syndrome ”’ is but a syndrome 
with many underlying pathological causes. When the 
nephrotic patient is first seen the clinician is faced with 
the problems of how to treat him, for how long, and 
whether to treat a second time. This decision can be 
made with far more confidence if the underlying pathology 
is known. In our experience, no good has been achieved 
in patients with severe glomerular lesions who have been 
treated with corticotrophin or steroid hormones. And 
in some cases at least it is our opinion that their clinical 
condition has deteriorated greatly as a result of treatment 
with these hormones. As far as “ disturbance to the 
patient ’’ is concerned, our patients who have needed a 
bone-marrow or hepatic biopsy as well as a renal biopsy 
have told us they have been least disturbed by the latter 
procedure. It has also come as a surprise to us to find 
that a number of our female patients were disturbed 
less by renal biopsy than by catheterisation of their 
bladders. 

You end by saying: ‘‘ There are other interesting possi- 
bilities, but it seems unlikely that renal biopsy will achieve 
the importance that liver biopsy is now assuming. Many 
1. Tsuzuki, M. Mtinch. med. Wschr. Aug. 5, 1955, 97. 


2. Peabody, F. W. Doctor and Patient: Papers on the Relation- 
ship of the Physician to Men and Institutions. New York, 


930. 
3. Ryle, J. A. The Natural History of Disease. London, 1948. 
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lives have been saved by liver biopsy in the differential 
diagnosis of prolonged jaundice; but accurate differential 
diagnosis of renal disease is rarely of such immediate and 
crucial importance.” 


We wonder whether this prognostication is based on 
personal and comparative experience in the use of needle 
biopsy in the care of patients suffering from either hepatic 
or renal disease. 

Our experience with hepatic biopsies goes back many 
years and is much more extensive than with renal biopsy. 
To tell the truth, we are embarrassed to admit that we 
have saved lives with hepatic biopsies, but even this early 
in the game we will admit having cured some patients 
with renal disease as a result of biopsy of the kidney. 
Ou the basis of our experience with bu th types of biopsies 
we suspect that biopsy of the kidney wiil be of greater 
poteutial value to patients with diseases involving the 
kidney than hepatic biopsy is to those with jaundice 
and other types of hepatic disorder. As a inatter of 
fact, we find less use today for hepatic biopsies than we 
did a few years ago. This is to be expe ted because, 
from hepatic biopsies, we have learned so much of the 
natural history of the different diseases which produce 
cirrhosis or result in jaundice that we are now able to 
recognise them early and clinically. 

It is probable that few needle biopsies of the kidney 
will be necessary twenty years hence, for by that time 
clinical investigators will have sorted out, by renal biopsy, 
the early and treatable stages of the many diseases which 
produce the end-stage kidney. At present these are 
lumped together by physicians under the all-inclusive 
* chronic glomerulonephritis ’’—the diagnosis of which is 
equivalent to a death sentence. 


Presbyterian Hospital, 


Chicago 12, Ill., U.S.A. Rowert M. Kark. 


THE FORGOTTEN PATIENT 


Sir,—The letter (Dec. 24) from the president and 
secretary, Friends of Menston Hospital, states that the 
findings of a Daily Express investigation ‘‘ cannot be 
dismissed so airily as Dr. Duncan (Nov. 12) would have 
us think.’’ I can ignore the rebuke from Mr. Carter and 
Mr. Cripps, but not their inaccuracy. My protest of 
Nov. 12 neither included nor implied reference to any 
newspaper investigation or articles. 


Severalis Hospital, 


Colchester, Kasex. A. G. DUNCAN. 


CERVICAL VERTIGO 

Srr,—I was interested in last week's article by Dr. Ryan 
and Dr. Cope. 

They describe five cases of vertigo associated with 
cervical abnormalities and attribute the vertigo in each 
case to interference with the tonic neck reflexes. In 
describing each case they state that the aural findings 
were negative. What does this mean? If every ear 
tested was clinically normal and gave normal audio- 
metric and caloric results, they should state this. If 
audiometry and caloric testing were not done their 
observations on the wtiology of the vertigo are valueless. 

Evidence is accumulating rapidly that labyrinthine 
vertigo is linked closely with the autonomic nerve- 
supply to the vessels supplying the inner ear. It would 
appear that interference with the cervical sympathetic 
chain might well have caused the vertigo in all five 
cases by causing a temporary alteration in the blood- 
supply to one or both inner ears. 

‘The conception of ‘cervical vertigo’? put forward 
by Dr. Ryan and Dr. Cope merely increases the present 
confusion on this subject, and in laying stress on the 
cervical abnormalities present may tend to prevent 
proper otological investigation of these cases in future. 


T. J. WiLmor. 


Tyrone County Hospital, 
Omagh. 
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STREPTOKINASE IN TREATMENT OF 
INFLAMMATION 


Srr,—Professor Dubos, in his account of the Micro- 
environment of Inflammation,’ has reviewed a new field 
to which he himself has made many significant contribu- 
tions. 

The odema fluid in inflamed areas contains large 
amounts of fibrin. The deposition of fibrin in the tissue- 
fluids and the formation of thrombi in the arteries, 
capillaries, veins, and lymphatics help to wall-off the 
area of infection by aiding in the formation of a limiting 
membrane. This defence curtain has been correctly 
regarded as a beneficial structure ; and its preservation, 
in order to inhibit the spread of infection, has been 
considered a basic surgical necessity. 

The advent of streptokinase has produced a change 
in thought about the barrier. The chemical nature of 
the limiting membrane might be changed by administra- 
tion of streptokinase ; for this will indirectly cause lysis 
of fibrin through activation of plasminogen to plasmin, 
which is the active lytic agent. Such a change would 
be beneficial, since the antibacterial drugs, being bourne 
by the blood, cannot pass through the limiting membrane 
from without any more than can pathogenic bacteria 
from within. The inetliciency of the antibacterial drugs 
in the treatment of abscesses, walled-off cellulitis, and 
similar infections is well recognised. 

‘ Varidase,’ which contains streptokinase and strepto- 
dornase, has been used as the source of streptokinase, 
since a pure preparation of streptokinase has not yet 
been made.2 (The streptodornase content can here be 
disregarded.) Varidase was dissolved in physiological 
saline so that the final concentration of streptokinase was 
10,000 units per ml. The solution must be stored in a 
refrigerator; and a fresh solution was made daily. 
5000 units of streptokinase in 0-5 ml. of physiological 
saline was injected intramuscularly, usually in the gluteal 
area, twice daily for a total of six doses or more if 
necessary. One of the antibacterial drugs must be given, 
either orally or parenterally, when streptokinase is 
injected intramuscularly in the treatment of infection 
and/or edema. A spreading infection may result from 
dissolution of the membrane if protection against the 
contained bacteria is not provided. 

In 64 patients with abscess, cellulitis, empyema, epididymitis, 
hemarthrosis, thrombosed hemorrhoids, orchitis secondary to 
mumps, sinusitis, thrombophlebitis and edema, 45 excellent 
and 15 good results were obtained. The 4 poor results were 
in a patient with paraplegia and extensive decubitus ulcers 
which were resistant to all forms of treatment, in 2 patients 
with peripheral urteriosclerotic vascular disease with gangrene, 
and in @ patient with thrombosed hemorrhoids who did not 
receive sufficient treatment. 

Of patients who were benefited the redness and cedema 
started to decrease in a few after several hours, and in all 
receded considerably by the end of two days. In the patients 
with granulating wounds, healing was Lastened by reduction 
of the surrounding induration. Delay in bealing was not 
seen in any of the patients. Pain and tenderness at the 
site of injection, noted in about 60% of the patients, dis- 
appeared about twenty-four to forty-eight hours after the 
injections were stopped. The pain and tenderness were 
probably due to the streptokinase in varidase, since they 
were not encountered in patients given streptodcrnase alone. 
A granuloma at the site of injection was not seen in any of 
the patients. A rise in temperature attributable to the 
streptokinase was noted in about 10% of the patients. 
A significant change in the total and differential white-blood- 
cell counts and in the prothrombin-time was not found ; 
fibrinolysis, determined by the whole-blood technique, was 
not observed ; hemorrlage, hematomas, and petechis were 
not seen; and chills, cyanosis, or allergic responses were not 
noted. Administration of anti-histamine drugs was not 
necessary. 











1. Dubos, R. J. Lancet, 1955, ii, 1. 
2. Miller, J. M., Surmonte, J. A., Ginsberg, M., Ablondi, F. A. 
Maryland St. med. J. 1955, 4, 188. 








— ss in KX 


~— 


m 
alr 


ot 


se 


— 





i ee ee ee 











THE LANCET] 


To obtain good results from the intramuscular. tniontion 
of streptokinase in the treatment of infection and edema, 
the involved area must have an adequate circulation. 
Because of the risk of hemorrhage, streptokinase should 
not be given to patients with defects of the blood-clotting 
mechanism. 

Veterans Administration six vm 

Fort Howard, Maryland, U.S.A. 


LIGNOCAINE 

Srr,—Since lignocaine was introduced some six years 
ago there have been sporadic reports of toxic reactions, 
the latest being that by Mr. Dutton in last week’s issue. 

Recently, Lock and Greiss! have recorded a case of 
convulsions and death following the administration of 
40 ml. of 2% lignocaine (‘ Xylocaine’) for pudendal 
block, which they regard as ‘‘a gross overdosage.’’ 
Nevertheless, because of its many advantages over 
procaine, lignocaine is the agent of choice in obstetrical 
local anzesthesia, and it would be a pity if the occasional 
adverse report should deter obstetricians from employing 
this excellent drug. 

Having used lignocaine in many hundreds of cases 
over the past five years, I have sometimes noticed 
marked drowsiness during or soon after delivery, and 
at first welcomed this effect for its associated amnesia. 
However, since observing an attack (fortunately transient) 
of pallor, twitching, and cyanosis after the injection of 
60 ml. of 1% lignoeaine I have tended to use only the 
0-5% solution, and like Mr. Dutton I find 50 ml. quite 
ample for pudendal block and perineal infiltration. I 
should like to endorse Mr. Dutton’s plea for care in the 
use of this valuable agent, and for administration of 
the smallest effective amount in the lowest concentration 
possible, 

Pinner, Middlesex. 


BLOOD-TRANSFUSION 

Srr,—In your leading article last week you state: 
‘ Hospitals that. have no resident clinical pathologist 
should not undertake work in which transfusion is 
often needed.’’ This suggestion is quite impracticable. 
It is difficult enough, if not impossible, to maintain 
resident medical and surgical posts at their correct 
level in many non-teaching hospitals, let alone find 
resident clinical pathologists in the numbers which would 
be required. 

Blood-grouping and cross-matching is a purely scientific 
technique which can be learned by any person with 
sufficient intelligence whether he has been trained in the 
art of medicine or not. The classification of a case as 
a dangerous recipient depends almost entirely on informa- 
tion given by the clinicians on the request form. A 
pathologist with duties at more than one hospital cannot 
possibly supervise individual tests, whether routine or 
emergency, and in practice the vast bulk of this work 
is done entirely by technicians. Furthermore, experience 
shows that in reading difficult or doubtful agglutinations 
the opinion of the technician of a few years’ experience 
is greatly superior to that of a doctor who has only been 
doing the job for a few months ; indeed, such an opinion 
is frequently better than that of the pathologist-in- 
charge who sees only occasional tests at irregular intervals. 

This is one aspect of the problem of the best use of 
man-power. It must be pointed out that if technicians 
are not attracted to the hospitals because the salary- 
scales do not compare sufficiently favourably with those 
obtainable in other seientific appointments, the blood- 
transfusion service will be among the first to be the most 
seriously affected. 

Department of svipeteny, 


Kingston General H tal, 
Hull. _ A. J. SHILLITOE. 


JOSEPH M. MILLER. 


J. P. O’DWYER. 
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PULMONARY EMBOLISM 


Srr,—In your leading article last week you cite the 
view that it is the first embolism that kills, and that the 
patient who survives has little to fear from later ones. 
I am not clear whether this is intended to refer to 
postoperative cases only, of which it may be true ; it is 
certainly sadly at variance with experience in medical, 
as opposed to surgical, practice. I have recently 
reported,! in a different connection, three cases in which 
the warning emboli were misinterpreted as disease of 
heart or lungs, until a final one enabled the true sequence 
of events to be established by the pathologist at necropsy. 
These are by no means unique, and an awareness of the 
possibility of premonitory non-fatal embolism would, I 
am sure, save many lives. It would be unfortunate if 
your words diminished our alertness in this respect. 

Although prophylactic division of veins may be, as 
you say, unjustified, the operation is, in my experience, 
the only effective therapeutic measure in those cases of 
recurrent pulmonary embolism from the legs that occur 
from time to time. 

London, W.1. P. PETCH. 
PROTOPHRENIA 


Sir,—In his attempt to demonstrate the réle of 
emotional injury in the production of mental defect 
Dr. Bourne (Dec. 3) summarises observations on 154 
severely defective children under 6 years of age who had 
been admitted to the Fountain Hospital during the 
previous two years. -It is surprising, however, to note 
that, whereas 138 of these children had an organic defect, 
only 16 belonged to the ‘‘ residual’’ group classified by 
Tredgold as having the ‘‘simple variety of primary 
amentia,’’ which in outpatients outweighs the organic 
defect. For this unusually high proportion of 
‘‘ organic ’’ cases there seem to be two reasons. The 
first is that few parents of a normal-looking child below 
school age who can walk and can control his sphincter, 
will agree to have him certified as a mental defective and 
sent to an institution. The second is that, with the 
existing shortage of institutional beds, normal-looking 
children without gross motor disability will not gain 
admission to hospital unless they show “socially 
intolerable’? behaviour. These two circumstances may 
explain why (1) almost all Dr. Bourne’s “ residual ”’ 
cases have feckless or otherwise unsuitable parents, and 
(2) these few ‘“‘residual’’ cases show all ‘‘ socially 
intolerable ’’ behaviour disorders. 

Few would doubt that adverse environment tends to 
aggravate the clinical picture of mental defect by adding 
psychotic features to those of intellectual retardation. 
They would even agree with Dr. Bourne that_psychotic 
traits of this kind are observed more often in children 
with normal appearances; for if a mentally defective 
child appears normal he is liable (and even more so) in 
the’ ‘‘ good’’ home, to educational pressure, confronting 
him with incomprehensible and insoluble requests which 
would never be addressed to a defective-looking child. 
It is to this educational pressure, in its manifold forms, 
that the handicapped child responds with growing 
withdrawal, sometimes terminating in complete autism. 

As Dr. Creak (Dec. 17) and Dr. Dutton (Dec. 17) 
indicate, however, cases of the ‘ residual”? kind may, 
after all, have organic disease ; and I would go further 
and say that in fact clinical signs and symptoms of such 
disease can usually be found in them. During the ten 
years I have worked on mental defect I have found such 
signs and symptoms in almost all the many hundreds of 
young imbecile children whom I have examined and 
observed. They are to be found both in those presenting 
obvious symptoms of organic disease and in those 
presenting none. Apart from disturbances in simple 





1. Lock, F. R., Greiss, F. C. Amer. J. Obstet, Gynec, 1955, 70, 861, 


1. Petch, C. P. In the press. 
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reflex patterns—sucb as deficient oculomotor response on 
visual stimulation, loss or weakness of the pupillary light 
reflex, inability of convergence, and absent startle reflex 
on sudden loud sounds—one finds a considerable number 
of functional disorders which, if they were seen in adults, 
every neurologist would regard as infallible symptoms of 
localised brain impairment. I have elsewhere described 
in detail four different syndromes, which I have found 
singly or in combination in all children with intelligence 
quotients between 30 and 50,1 and in most children in the 
moron range.2 These disabilities (visuo-somatic, auditory - 
somatic, visuo-autonomic, and auditory-autonomic) 
probably originate in disintegration of exteroceptor 
(visual, auditory) impulses and either proprioceptor or 
interoceptor impulses. Such disintegration may result 
from metabolic errors as weil as from structural lesions, 
affecting visual or auditory pathways anywhere in their 
course. If the pathological process is confined to these 
perceptual pathways, and if it is not severe enough to 
cause total central blindness or deafness, the neurological 
syndromes may be overlooked and the child may be said 
to have no organic disease. If mentally handicapped 
children were examined with the same precision as 
adults with suspected organic brain disease, I am sure 
that the organic basis of severe mental (i.e., cognitive) 
defect could no longer be doubted. Only the recognition 
and diagnosis of the special organic nature of a child’s 
mental handicap will give us the understanding and the 
insight necessary for devising special medico-educational 
methods te compensate for the weakened or lacking 
perceptual modalities. 


St. Lawrence’s Hospital, 
Caterham, Surrey. 


THYROID CANCER AFTER RADIOTHERAPY 


| Srr,—In the excellent annotation in your issue of 
Dec. 17 you remark that a survey of the relationship 
between X-ray treatment in infancy and the develop- 
ment of thyroid cancer seems to be called for. 

I recently agreed to join with Dr. Theodore Winship, 
of Washington, and Mr. Frank Rundle, of Sydney, in 
carrying out such a survey ; and I would be very grateful 
if particulars of any cases of thyroid cancer in children 
under fifteen years of age could be sent to me at New 
End Hospital, London, N.W.3. 

London, W.1. 


X RAYS FROM TELEVISION SETS 


Str,—In view of research work now going forward 
and of our knowledge of the effects of radiation upon 
tissues, it seems appropriate to raise the question of 
whether the great increase of television-viewing in the 
public generally does not bear some relation to the rather 
startling increase in the incidence of leukwmia and lung 
carcinoma. Every television set contains a cathode-ray 
tube and every such tube emits radiation when “‘ on.” 
I know of no investigation which has been undertaken 
on the effects on tissues of whatever radiations such tubes 
emit, but I see no reason to suppose they differ from those 
emitted by an X-ray cathode tube. Very small quantities 
of radiation over a long period are, I believe, carcino- 
genic. If there is the slightest possibility that the emana- 
tions from the average television tube are carcinogenic, 
then the matter calls for the most immediate and 
complete investigation. 

London, N.W.3. 


LisE GELLNER. 


RAYMOND GREENE. 


N. CHISHOLM. 


*,* We understand that Dr. Chisholm’s important 
question can be answered reassuringly—for television- 
viewers at any rate. The television sets at present in 
general use are of low voltage, and the manufacturers 
see to it that the tube is screened in such a way 


1. Geliner, L. Biology, 1951, 16, 130, and unpublished papers. 
2. Gellner, L. Spec. Sch. , 44, 12. 
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that no significant quantity of radiation escapes. But 
technicians and others who regularly handle sets with 
the screening removed may be repeatedly exposed to 
low-energy X rays, and the risk they run in this way 
deserves close attention.—Eb. L. 


FIRST-AID TREATMENT OF THE UNCONSCIOUS 
PATIENT 


Str,—Recently some first-aid textbooks have been 
criticised for their recommended treatment of insensi- 
bility, and the neurosurgeons have very kindly advised 
as to improvement in this treatment The St. John 
Ambulance Association has accepted their ruling and 
has issued to its members a supplement to their textbook 
First Aid to the Injured giving the revised treatment. 

The essential point made is the great danger of 
pneumonia due to the inhalation of secretions, blood, 
or vomit into the respiratory passages, and the treatment 
now includes the following rules : 

1. If breathing is obstructed in any way by blocd, secretions, 
or vomited matter, lay the patient on his side in the three- 
quarters-prone position (half-way between side and face- 
down position) and ensure that the throat and lungs are free 
from obstruction. 

2. Support the patient in this position with a pad in front 
of the chest. If no pad is available draw up the patients 
upper knee. 

3. If there is still any tendency to choke, the patient should 
be placed in the full prone position with the head lower than 
the feet and turned to one side. 

4. Keep a continuous and careful watch on the patient. 

St. Jenn ambulance, Aewociation. 4. C. Warts Kxox 

London, 8.W.1. Principal medical officer. 


STAFFING LABORATORIES 


Srr,—I am glad that other pathologists beside me are 
concerned at the proposed new gradings in laboratories. 
After two years’ bitter labour the Whitley Council has 
delivered itself of a ridiculous mouse. 

I think that it was in 1946 that laboratory technicians 
last had a reasonable salary award. There have since 
been minor adjustments, but I doubt whether the salaries 
of senior technicians especially have kept pace with their 
responsibilities and standards. 

If the new gradings are to be forced upon us, we, as 
pathologists, will have to bear the opprobrium of their 
imposition on individuals. Although our advice in this 
matter appears to have been ignored the technicians 
who wili suffer will blame us. The great danger is that 
the new gradings would tend to produce in time a kind of 
second-class senior technician who works in a second- 
class laboratory. In my opinion this idea cannot be too 
strongly condemned. It would certainly not benefit 
either patients or staff. 

May I make an earnest plea to the Whitley Council 
to think again and to try and achieve a more generally 
acceptable result ? 


Group Pathological Laboratory, 


akin Road, Warwick. A. P. Prior. 


Sir,—Dr. Taylor (Dec. 24) is rightly concerned about 
the difficulty of staffing laboratories in the smaller 
hospitals, but he is on debatable ground when he says 
without qualification :‘‘ Remuneration in the higher 
grades of technology should depend on _ individual 
merit.’’ All will agree that it is proper that the most 
meritorious candidate should be appointed to a vacant 
post, but merit awards to holders of posts have not been 
such a success in hospital medical stafling that we should 
lightly approve an extension of the principle to laboratory 
staffs. 

The only equitable method of rewarding specific 
senior posts is to grade them according to the technical 
standard necessary for the work to. be carried out 
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efficiently ; ond this must depend on the technical 
skill called for by the work involved, and also the amount 
of responsibility entailed in the supervision of other 
technologists and the training of students and juniors— 
in short the ‘‘ rate for the job,”’ arrived at after considera- 
tion of all aspects of the case by persons, including 
the pathologist-in-charge, whose experience qualifies 
them to express an informed opinion. 

When this had been done, a state would develop in 
which the more able men would be stimulated to apply 
for the higher-grade senior-technologist posts and would 
be at an advantage as candidates for such posts by 
reason of their superior experience and ability, while 
the less outstanding men would be absorbed into the 
less responsible posts, and would not have to compete 
for these against candidates of outstanding merit, who 
might be tempted to apply if the remuneration depended 
on the successful candidate’s individual merit rather 
than on the nature of the work. 


Regional Transfusion Centre, 
Brooklands Avenue, 
Cambridge. 


C. B. V. WALKER. 


CHILDREN IN HOSPITAL 


Sir,—It was pleasant to read the account by Professor 
Illingworth and Dr. Holt (Dec. 17) of the kind and sensible 
régime at the Sheffield Children’s Hospital. 

Their description of the all too common outbursts of 
rage and grief in child patients, following a visit by a 
parent, will be familiar to all who have worked in a 
children’s ward. These emotional cataclysms tend to be 
so harrowing in the case of younger children that, on 
this score alone, it might be difficult to persuade an 
observer who was unversed in the subtleties of child 
psychology that the encouragement of frequent visiting 
was anything more than an act of faith. 

The ultimate value of frequent visiting cannot be 
assessed simply by observing children and parents during 
a period of inpatient care. I would urge Professor 
Illingworth and his colleagues to extend their valuable 
work to include the study of a child’s behaviour before 
and after his hospital stay. A controlled series could be 
obtained from the study of children who have the mis- 
fortune to be admitted to those few remaining hospitals 
where visiting is restricted or forbidden. In surveys of 
this nature one cannot help believing that the assistance 
of a children’s psychologist and psychiatrist would 
materially help the pediatricians. However well devel- 
oped the sense of responsibility may be in the latter, 
without a psychological training it is difficult to describe, 
let alone interpret, any child’s behaviour. 


Department of Psychological Medicine, 
University of Durham, 
Queen Victoria Road, 


Newcastle upon Tyne 1. JOSEPH NEVILLE. 


HORDER MEMORIAL TRUST 


Smr,—By the death of Lord Horder—who would 
have been 85 this month—the medical profession and 
the public have lost a very great doctor. His former 
house-physicians at St. Barthomomew’s Hospital believe 
that there are many of his colleagues and former pupils, 
patients and friends, and those interested in the many 
activities to which he gave his support, who would like 
to contribute to a fitting memorial. 

With this. object in view, his former house-physicians 
are asking for funds to inaugurate the Horder Memorial 
Trust, which has the approval of his family and the 
support of the Royal College of Physicians and of the 
Treasurer and Governors of the former voluntary hos- 
pital of St. Bartholomew with which Lord Horder was 
so long associated. The College and Governors have 


agreed to act jointly as trustees. 
It is proposed to found a travelling fellowship or 
professorship in clinical medicine—the science of healing 


at the bedside—for members of the medical profession, 
and if money permits to endow a lectureship in this 
subject at St. Bartholomew’s Hospital. Throughout his 
long life, both as practitioner and teacher, Lord Horder 
always emphasised that a doctor’s most important work 
is done at the bedside of his sick patient ; and it is felt 
that a Trust of this nature will best serve to keep his 
memory alive, and will be of lasting benefit to the 
profession and therefore to the public also. 

Cheques, &c., should be made payable to the Horder 
Memorial Trust and sent to Sir George Aylwen, Bt., 
c/o St. Bartholomew’s Hospital, London, E.C.1. 

G. AYLWEN 

W. RussEL_t BRAIN 
GEOFFREY BOURNE 
EDWARD CULLINAN 


London. E. M. Darmapy. 


Appointments 


BRINKLEY, DIANA M., M.B. Lond., D.M.R.T. whole-time asst. 
radiotherapist, Addenbrooke’s Hospital, Gambri 

MANWELL, 4 ae M.B. Belf., D.T.M.: asst. M.O., Flintshire. 

oO’ a "a P., M.B. N.U.1., M. R.C.0.G. : obstetrician and gynzecolo- 


gist S.A-F. -——. South Ruislip, Middx. 
ROHAN, Tt M. B., M.B. Belf.: asst. M.O.H. and school M.O., 
Rotherham. 


The Hospital for Sick Children, Great Ormond Street, London. 
AIREY, D. M., M.B. N.Z., D.C.H.: M.O., Tadworth Court. 
RARRIE, HERBERT, M.D. Lond.: asst. medical segmiser. 
CoTuay, Dewia M. H. H., M.B. Lond.: house-surgeon 
Corto, D. G., M.c., B.M. Oxfd, Lee asst. medical registrar. 
DONOVAN, D. E., M.D. Dubl., D. C.H.: house- physician. 
KENNEDY, P., M.D., D.c.H.: house-physician. 
PERKIN, HyMAN, ”M. B.C ‘ape Ae house-surgeon 
SHANKS, JEAN M., B.M. Oxfd: registrar, department of clinical 
pathology. 


East Anglian Regional Hospital Board : 

Batty SHAW, ANTHONY, D.M. Oxfd, M.R.C.P. 
physician, Norfolk and Norwich Hospital grou a. 

BLUNDELL, J. A., M.B. Lond., D.A.: senior anssthetic registrar, 
Peterborough Memorial Hospita al. 

FireLtpus, P. L., M.B. Lond.: medical registrar, Newmarket 
General Hospital. 

INMAN, G. K. E., M.B. Sheff., D.M.R.D. : 
Peterborough and Stamford area. 

KaBRaAJI, D. .+» M.8. Bombay : 
Cambridgeshire ao | 

PARGITER, R. A., M.B. Lond. 
Suffolk mental hospitals. 

SHELDON, C. 8., M.B. Lond.: registrar in psychiatry, Fulbourn 
and ‘sddenbrooke’s Hospitals. 

SOCHOCKY, SERHiJ, M.D. Lwow, 
Papworth Hospital. e 

THACKER, C. K. M., M.B. Lond., D.T.M. & H. : 
Papworth Hospital. 


Birmingham Regional Hospital Board : 

Corsirt, F. H., M.R.c.8.: whole-time asst. psychiatrist, Stallington 
Hall Hospital. Stoke-on- Trent. 

ELKEs, O. C.,M.B. Lond. : whole-time asst. psychiatrist, All Saints’ 
Hospital, ay inson Green, Birmingham. 

FLEWETT, T. H., M.D. Belf.: whole-time consultant pathologist, 
Birmingham oye Oak) group. 

Maciay, D. T., M.D. Glasg., D.P.M whole-time consultant in 
child psychiatry, Herefordshire and West Bromwich child- 
guidance clinics, All Saints’ Hospital, Winson Green, 
Birmingham. . 

ROBERTS, HENRY, M.D. Lpool, M.R.C.0.G.: part-time consultant 
in obstetric: Ss and gynecology, West FR ne h group. 

WYNFORD-JONES, H., M.R.C.S. : whole-time senior casualty officer, 
Birmingham (Selly Oak) group. 


Manchester Regional Hospital Beard : : 


consultant 


consultant radiologist, 
surgical registrar, North 


senior registrar in psychiatry, 


surgical registrar, 


medical registrar, 


M.R.C.S. : 


Broo, W. G. A., M.B. Glasg. P.M.: deputy medical superin- 
tendent and asst. oapenichane (S.H.M.O.), Springfield Hospital, 
Manchester. 


Davipson, S. W., M.B. Edin. , F.R.C.S.E.: consultant traumatic 
and orthopedic surgeon, Macclesfield am district hospitals. 


Colonial Appointments : 
BaLpacci, L., M.D. Bologna: M.0., Gold Coast. 
Cookson, G. A. H., M.B. Dubl.: M.o., Kenya. 
DUTAL, G. M., M.D. : M.O., Northern Region, Nigeria. 
Epmonps, C. M. D., M.B. resident M.O., Kenya. 
FENWICK, K. W. H., M.B. “Durh.: M.o. P Ke nya. 
GALFA, J., M.D. Malta: M. o., Somaliland Protectorate. 
GARLAND, A. P., M.B. Lond.: M.O., ee ika. 
Gracey, T. L., M.B. Belf., D.P.H.: asst. baste riologist, medical 
department, Jamaica. 
LAWRENCE, E. P., M.B. Camb.: M.o., Uganda. 
Lorue, F., M.B. Sheff.: pathologist, medical department, Uganda. 
Situ, C. J. C., M.B. Edin., F.R.c.8.E.: M.Oo., Tanganyika. 
STANSFIELD, D., M.B. Lond.: M.O., Sierra Leone. 
TEewrik, G. I., M.s. Lond., D.P.M.: specialist alienist, Uganda. 
WILLIAMS, MARGARET S. I., M.B. Lond.: resident M.o., Uganda 
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Obituary 


RENE LERICHE 
M.D., Hon. F.R.C.S., Hon. F.R.C.S.E. 

Professor Leriche died at his Mediterranean villa 
at Cassis on Dec. 29. 

Born in 1879, he received his education at the Uni- 
versity of Lyons; and throughout his long life Lyons 
and its medical school retained the first place in his 
loyalties. In his early years his surgical interests were 
wide. His Thesis in 1906 was on resection of the stomach 
for carcinoma, and in 1909 he published with Poncet 
two volumes on surgical tuberculosis. During his service 
with the army in the war of 1914-18 he became interested 
in fractures, and wrote discern- 
ingly on their treatment. During 
this period also he began that 
study of vascular conditions which 
was to be the absorbing interest 
of his life. After the war he 
practised in Lyons until 1924, 
when he was appointed professor 
of clinical surgery in the University 
of Strasbourg. 

His inaugural lecture at Stras- 
bourg set the pattern for all his 
many and important contributions 
to the literature of surgery. He 
had watched uneasily a tendency 
to overestimate the value of 
operative techniques, and in this 
address on ‘* Physiological Sur- 
gery’’ he elaborated his own 
view that a patient must be 
studied as a whole, with the 
particular object of restoring func- 
tion to diseased parts. In formulat- 
ing this approach—-at the time 
somewhat unorthodox—he had 
been influenced by the writings of 
Claude Bernard, and to the end of his life this influence 
was to permeate and pervade his practice, and his papers 
and books. 

During the fourteen years Leriche was in charge of 
Clinique Chirurgicale ‘‘ A’ in Strasbourg, he had always 
a number of pupils drawn from all over the world, many 
of whom now vccupy important academic positions in 
their own countries. It was a period of active and 
productive research, chiefly upon problems relating 
to the circulation, conducted both in his wards and in the 
experimental laboratory. 

Leriche was wholly disinterested in putting at the 
disposal of his staff both his vast clinical material and 
the profusion of ideas for research born in his fertile 
brain. To his great natural resources of mind he added 
intellectual liberalism and receptiveness, the latter fed 
by frequent visits to surgical centres in Europe and 
the Americas. He rapidly became a national figure, 
receiving all the honours his professional colleagues in 
France could bestow upon him ; and also an international 
figure in his own right and in virtue of the dissemina- 
tion by his disciples of his views and practice. 

In 1937 he accepted the position of Professeur au 
Collége de France. Although this is the premier chair in 
France, it has the great disadvantage that the professor 
is not provided with clinical facilities in any teaching 
hospital in Paris ; for the remainder of his active years 
Leriche’s clinical work was private, and was done in his 
consulting-rooms and in the American Hospital at 
Neuilly. Each year the professor must deliver and 
publish a course of lectures. Leriche's first volume was 
the well-known ‘Surgery of Pain,’’ a physiological 


essay in the Hunterian tradition. In his next book he 
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returned to an earlier interest, the physiology and 
pathology of bone. The war interrupted these courses. 
After it, his lectures dealt with vascular problems : 
and, steadfast in his conviction regarding the correct 
approach to surgery, the title of each volume began with 
the words ‘* Physiologie Pathologique...’’ Each volume 
until the last: in La Philosophie de la Chirurgie (1951) 
he reaflirmed his original concept of surgical practice, 
and recorded critically the modifications his own opinions 
had undergone in the light of his experiences in Stras- 
bourg and Paris. He was now an elder statesman. 
France had rewarded him by electing him to the Institute 
in the Academy of Sciences; he was the moving spirit 
(and a past president) of the International Society of 
Surgery ; and he travelled widely both to lecture on 
surgical topics and to give advice 
on academic matters. Two years 
ago he had an illness which 
curtailed many of these activities. 

In the operating-theatre Leriche 
was deft without ever striving 
for the spectacular, always on 
the watch for some immediate 
problem in hominal physiology : 
a friend described him as a peri- 
patetie ‘‘ why ?’’ He was a superb 
expositor, clear and logical; it 
has been said that one did not 
require to know a word of French 
to follow what he was saying. 
At the council table his dis- 
interestedness and sincerity often 
rescued a discursive discussion— 
even an argument—from founder- 
ing, in a short speech in which 
he would unerringly go to the 
root of the matter at issue. His 
interests in life were catholic. 

[Blane & Demilly, Lyons He was a voracious reader and 

his apartment in Paris was full 
of objects of art, often the work 
of his grateful patients. 

Leriche was a good friend to this country and to its 
surgeons, who were always assured of a warm welcome. 
He was an honorary fellow of the Royal College of 
Surgeons of England, of the Royal College of Surgeons 
of Edinburgh, and of the Royal Society of Medicine. 
And in 1939 he was awarded the Lister medal, one of the 
most prized of his many distinctions. 

This memoir would be incomplete without some 
mention of the part played in his life by his wife, who 
watched over him with the most loving care, conserved— 
so far as was in her power—his exuberant energy, and 
delighted to share with him a gracious hospitality. 
To her, as was inevitable, he dedicated his ‘‘ Philosophy 
of Surgery.”’ 

A great leader, and one hard to replace, has passed 
from the world of surgery. A suitable epitaph perhaps 
would be: ‘‘L’homme est toujours plus grand que le 
chirurgien.”’ 

S. A. writes : 

I am glad he died at Cassis which he loved. He had a house 
there among the rocks and pines of this small and sunny 
harbour. Here he grew his own vines, and he was proud to 
offer his own wine to favoured friends in Paris. 

A characteristic picture of him would be at one of his 
clinics before 8 o’clock in the morning. He would arrive at 
high speed in a small motor-car, quite often on the wrong side 
of the road, or looking backwards and talking to a passenger. 
He would bounce out of his car, and be half-way up the 
corridor, with his assistants running behind trying to catch 
what he was saying. He was small and round, gay and lively. 
He had very bright intelligent eyes which twinkled over the 
tops of his half-rimmed glasses. He wore a plain grey suit 
and spotted bow tie, and was surprised that people in London 
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knew he was French although he wore a suit of English 
worsted. He was always interested in everything, full of ideas 
and energy. In teaching he preferred to answer questions by 
posing others and getting one to supply one’s own answer, 
often with much teasing. He was a very eloquent lecturer, 
both in French and in English, but had in recent: years refused 
to speak English after hearing himself speak on a recording 
a friend had made of one of his lectures in London. 

He never failed to stress the importance of honesty, and 
clarity, in writing notes, or research, and be liked statements 
to be put down plainly. He thought diagrams and graphs 
were over-emphasised, and “appeal to the eye, not the 
intellect.’’ By his precept h® encouraged an inquiring attitude 
of mind. It was a great privilege to have worked for a man 
who, by his work, his writings, ard his personality, revealed 
himself as truly great. 


MALCOLM WATSON 
Kt., M.D., LL.D. Glasg., Hon. F.R.F.P.S., D.P.H. 


Sir Malcolm Watson, who died at the age of 82 on 
Dec. 28, was one of the outstanding characters of tropical 
hygiene during the past half-century. He had been a 
pioneer in the control of malaria and for long was pre- 
eminent in its practice. 

He was already mature when he went to the Malayan 
Medical Service in 1901, being aged 27, having the 
M.B. Glasg. and D.p.H., and having travelled as a ship’s 
surgeon. Ten years later his name was known throughout 
the world. He found Malaya in a very critical condition ; 
on the one hand there was the promise of flowing 
prosperity from the wide expan- 
sion of the rubber industry, and 
on the other the threat of ruin 
from the devastating malaria 
epidemics which decimated 
labour forces and might well 
have brought the expansion to 
an end. The transmission of 
malaria by mosquitoes had 
recently been demonstrated by 
Ross, but there was ne practi- 
cal experience of its control. 
Watson set out at once to gain 
that experience and he set out 
with an ingenuity which has 
ever since remained unrivalled. 
Almost alone he did not aliow 
the etiological discovery of Ross 
to blind him to the great fund 
of epidemiological knowledge 
which preceded it. He saw malaria as occurring in 
certain types of surroundings whether of forest, brackish 
waters, clear streams, or other characteristics, the influence 
of which was explicable in terms of Ross’s discovery 
though the surroundings remained the fundamental cause. 
He developed techniques for modifying the surroundings 
or alternatively of recognising their danger and moving 
villages to safer areas. He acquired no mean knowledge 
of civil engineering, working out mechanisms of tide 
control and a variety of forms of drainage. By this 
breadth of outlook and combination of knowledge he 
whisked malaria away from place after place, turning 
literal death-traps into healthy sites. The new Port 
Swettenham, on which work had been abandoned and 
which he sanitated by tidal control, was one of his earliest 
triumphs, to be repeated in different forms in many other 
places. The peril which had threatened Malaya’s pros- 
perity was removed and that country became an out- 
standing example to the world, up to the time of the 
Japanese occupation, by the application of Malcolm 
Watson’s principles. This precedence over others was 
no mere temporary phase, for Malaya remained con- 
sistently twenty years ahead in this respect. 

He left government service and settled into private 
and consultant practice in Malaya in 1907, being called 
in to advise on many developments of industrial, 
municipal, and general natures, including the sanitation 
of Singapore in 1911 and the Perak River Hydro-electric 
Scheme—the success of which gave him particular 
pleasure. His success was generally acclaimed: he 


[Press Portrait Bureau 


received the gold medal of the Rubber Growers’ Associa- 
tion in 1911, he was knighted and elected LL.D. of Glasgow 
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University in 1924, received the Stewart prize of the 
British Medical Association in 1927, the William Jones 
gold medal of the Asiatic Society of Bengal in 1928, the 
Mary Kingsley medal of the Liverpool School of Tropical 
Medicine in 1934, and the Albert medal of the Royal 
Society of Arts in 1939. 

In 1928 he left Malaya to become director of the 
malaria department of the Ross Institute, under the 
director-in-chief, Sir Ronald Ross, whom he succeeded in 
1933, remaining in the post until his retirement in 1942. 
In these posts he set out to extend to other parts of 
the world the principles he had developed in Malaya ; 
his first attempts were in Ceylon and India where he 
established a branch of the institute, the work of which 
showed that the principles were transferable though the 
techniques needed to be modified to local conditions. 
His great interest lay in Africa and particularly in the 
Rhodesias, where a malaria-free settlement was built up 
in the Copper Belt under his advice, and he visited and 
advised in many other places in Africa, Europe, and the 
Americas. He was a great believer in the benefits which 
industrial development could bring to the tropics and 
set himself to further them by advising industry on health 
matters and training its employees. 

Despite his success there was always controversy about 
Watson: he did not conform to the patterns or practise 
many of the techniques which seemed to be dictated by 
the new scientific age, but again and again he achieved 
brilliant success where others could not. Controversy 
raged round the question ‘‘ Why ?”’ The answer lay in 
his combination of a general epidemiological approach 
with the narrower entomological approach which most 
people followed. He had a great sense of fun ; he enjoyed 
every minute of his work; he enjoyed his triumphs, his 
controversies, and even his failures because they always 
taught him something which would bring success another 
time. He had in fact a very full life. 

He was married twice: in 1900 to Jean Alice Gray 
who died in 1935, by whom he had three sons, and in 
1938 to Constance Evelyn Loring by whom he had one 
daughter. G. M. 


HENRY PRATT NEWSHOLME 
M.A, D.M. Oxfd, B.Sc. Lond., F.R.C.P. 


For fifty years and more, the name of Newsholme 
has held an honoured place in the public-health service. 
To the family tradition which his uncle Sir Arthur 
Newsholme began to establish in the ‘90s, Henry 
Newsholme, as medical officer of health and professor 
of public health in Birmingham, steadily added his own 
individual contribution. * 

He was the son of the Rey. B. Pratt Newsholme, of 
Secunderabad, India, and he was educated at Brighton 
Grammar School and Balliol College, Oxford. As a 
student he had a brilliant career, and in 1907 he took a 
first-class in the natural science school at Oxford and 
graduated B.sc. Lond with first-class honours. He 
continued his medical studies at St. Thomas’s Hospital, 
qualifying in 1910. After holding house-appointments 
there he was in 1911 appointed an assistant school 
medical officer under the London County Council. 
Later he held appointments at Brighton and Southend- 
on-Sea, and under the Surrey County Council. During 
the 1914-18 war he served with the R.A.M.C. in France 
and Italy. In 1915 he took his M.D. 

After the war he was appointed M.o.H. for the North 
Riding of Yorkshire, and in 1923 for Croydon. In 1927 
he succeeded Sir John Robertson at Birmingham and 
in the same year he was elected F.R.C.P. 

At Birmingham Newsholme continued with out- 
standing success the development of the public-health 
services which Robertson had so soundly established. 
Perhaps the most notable achievement of his years of 
office was the collaboration, without fusion, of the 
public-health and school medical services which had 
grown up separately. His factual annual reports, each 
written as an essay in the best English style, won wide 
recognition. He was able to record a state of health 
in which the city could justly take pride. For years, 
despite unfavourable local circumstances, the infant- 
mortality rate, for instance, was veiow that for England 
and Wales. But Newsholme also made important 
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contributions to the theory of public heslth. He read 
widely, as his bookshelves even in his office showed. 
In his own writings his religious and philosophical 
outlook was applied to his professional preoccupations 
and in 1929 he published Health, Disease and Integration, 
in 1933 Evolution and Redemption, in 1937 Christian 
Ethics and Social Science, and in 1951 Matter, Man and 
Miracle. 

In 1939 he and his wife were received into the Roman 
Catholic Church. Of this important side of his life 
G. A. writes: ‘‘ Newsholme had been brought up in a 
religious household and his life was guided by his own 
firm faith and an essential spirituality which showed 
itself in a cheerful readiness to help others in times 
of trouble, sorrow, or crisis.”’ 

Another colleague who spent the troubled war years 
with him at Birmingham, recalls how he _ insisted 
on sharing to the full the war-time dangers and 
responsibilities of the health department. 


“For five years he shared equally with two junior medical 
members of his staff the exacting Civil Defence duties at 
central control. This meant sleeping at the Council House 
each night for one week out of three. 

“‘He had a great deal of human understanding and was 
at all times courteous and kind. But he was excessively shy 
and retiring by nature and I had the impression that, because 
of this, he was not always completely at ease in his position 
as head of a large and important public-health department. 
There was nothing of the ‘showman’ about him and he 
preferred to travel third class rather than first, and to walk 
or go by public transport rather than in a corporation 
chauffeur-driven car.” 


From 1937 to 1941 Newsholme also held the chair 
of hygiene and public health. He retired from his civic 
appointment five years ago, and he died on Dec. 21 
at the age of 70. His widow survives him with five children. 


OCTAVIA MARGARET SOPHIA LEWIN 
M.B. Lond. 


Dr. Octavia Lewin, who died in London on Dec. 27, 
graduated in medicine some sixty years ago. She leaves 
a long record of independent but practical work. Within 
the profession she will be chiefly remembered for her 
views on nasal hygiene and correct breathing. As a 
member of convocation of London University, a school 
manager of the London County Council, and a governor 
of Bedford College, she also did much for education. 

She was born at Ware, the daughter of Spencer Robert 
Lewin, and was brought up in Wimpole Street. She was 
educated at Queen’s College, London, Girton College, 
Cambridge, and the Royal Free Hospital. After quali- 
fying in 1896 she held house-appointments there. Her 
interest in diseases of the ear, nose, and throat led her 
to take a clinical assistantship at the Central London 
Throat and Ear Hospital. Later she was appointed 
rhinologist to the London County Council. 

During the 1914-18 war she worked in French hos- 
pitals and later as aural surgeon at the Endell Street 
Military Hospital. When she gave up her work with the 
London County Council she continued to teach her 
methods of nasal hygiene and breathing exercises at the 
Westminster Health Centre, to which she was medical 
adviser. She also wrote many articles and letters to the 
press describing her methods. She was a member of the 
British Homoeopathic Society and in 1945 she was 
elected a member of the Faculty of Homceopathy. 

L. N. writes : 


Octavia Lewin was a member of a large family who were 
left motherless when she was three years of age. She early 
learned to be independent and fearless, and she retained these 
characteristics all her life. When working as throat and ear 
specialist for the L.C.C. she was convinced that lessons in 
breathing correctly should be given before tonsil and adenoid 
operation instead of after, as then practised. She sacrificed a 
lucrative appointment rather than give up her pioneering 
method, which she taught at free clinics connected with the 
Westminster Health Society. She insisted on only air being 
allowed into the nasal passages and deprecated all douching 
and syringing with liquids. She taught people how to sneeze 
correctly, so that the expiratory blast blew away the excess 
mucus secreted in catarrh of nasal . This was followed 


by voluntary blowing with mouth shut and head well down. 
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“Shut your mouth and save your life’’ was one of her 
repeated admonitions. She invented all sorts of methods to 
train children to keep their mouth shut instead of being what 
she called “ gapers.” 

Her many other interests kept ber always young in mind 
and she was a storehouse of all sorts of origival ideas in the 


home. Her unfailing kindness and love for children was 
always practical. She was a rare character and beloved by 
many. 


Mr. L. V. CARGILL 
Prof. Arnold Sorsby writes : 


** Lionel Vernon Cargill was associated with the Royal Eye 
Hospital for some fifty-five years. In the early years he 
brought to it a keen and searching mind and superb technical 
knowledge and skill. In the later years he was the elder 
statesman, guiding the hospital through a difficult period, 
increasing its bed complement from some 50 to 130, and 
initiating the research chair in ophthalmology at the hospital 
and the Royal College of Surgeons. In all these activities he 
was the upright man of clear and decisive action. 

*“ His long life extended over the Victorian and Edwardian 
periods, and the turbulent years of two world wars. Pro- 
fessionally he saw the transformation of ophthalmology from 
a minor branch of general surgery into an independent and 
significant specialty, and in this transformation he played his 
part, as is shown by his early publications and his services 
as ophthalmic surgeon to several general hospitals. His work 
for the Society of Apothecaries and at King’s College School, 
Wimbledon, were as valued and as disinterested as his more 
strictly professional activities.” 


Prof. T. B. DAVIE 
Two of Dr. Davie’s South African colleagues write : 


“His enthusiasm, energy, determination, and courage had 
made him a leading figure in academic affairs in South Africa. 
He was one of those exceptional men who really enjoyed 
committee work. The reasons were obvious to all who served 
with him: his clarity of vision allowed him to crystallise for 
others the most complex administrative problems, and from 
his insight flowed solutions which gave him satisfaction, and 
which were invaluable to the university. In the South African 
Council for Scientific and Industrial Research he served as a 
member of the council and as chairman of its medical and 
dental research committee. It is not insignificant that during 
his term of office there was a steady increase in the output of 
medical research sponsored by the C.S.I.R. As member of the 
National Council for Social Research he was able to play his 
part in the development of research in fields other than that 
of science. Since the recent establishment of the university 
advisory committee to the Minister of Education, Arts, and 
Science, Dr. Davie had served on it as representative of the 
committee of university principals, and for this important 
position the South African universities could have chosen no 
better delegate. He was also a trustee of the Max Sonnenberg 
University Trust, the Abe Bailey Trust, and the Isaac Ochberg 
Education Fund, and he was member of the governing councils 
of several public institutions and of many scholarsbip com- 
mittees. Through all this work and through his public state- 
ments he soon became known as a man who fought fearlessly 
for the principles he considered right. Foremost among these 
he ranked the principles of academic freedom of universities, 
a freedom which he considered fundamental in a civilised 
world. 

** Despite his eminence he remained approachable by all. He 
was always ready to listen to their problems and to give his 
guidance to members of his staff or to students. In addition 
to his many official duties he found time for innumerable 
public engagements. He was keenly interested in South 
Africa and its affairs, its history, its people, its flora and fauna. 
Even his stamp collection had a South African bias. 

“Throughout his busy life he never forgot that he was a 
doctor. His medical school and medical research benefited 
greatly from his counsel, and he retained an interest in the 
affairs of the medical profession, being a strong advocate of 
the College of Physicians and Surgeons now being established 
in South Africa. It was often said that he did the work of 
three men. This is hardly an overstatement; yet for years 
he had been afflicted with arthritis which but for his indomi- 
table spirit would have been incapacitating. In part this 
achievement was due to the help he received from his wife. 
The gap he leaves will be difficult to fill, but the example he 
set will remain vivid and living for many years t.. come.” 
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8. B., oh was one of his ciate. writes : 
“ Clarity, enthusiasm, and a robust humour were Davie’s 


characteristics as a teacher. He was the best I have known ; 
and one of the best men. It is easy for a teacher to display 
his knowledge and wit at the expense of a student; but 
though I saw Davie have a hundred opportunities of this 
kind, I never saw him take one. Himself seemingly an 
extrovert, he seemed to have an intuitive knowledge of the 
minds and souls of others—springing perhaps from his most 
endearing quality, an ebullient and childlike innocence. He 
gave us his knowledge and he made us laugh with him. 
I once made a ludicrous, but unfortunate, mistake in a path- 
ology viva. For a moment my fate seemed to hang in the 
balance. The external examiner looked grave. Then Pro- 
fessor Davie threw back his head and burst into enormous 
laughter ; and brushing the mistake aside, the three of us 
went happily on. He knew and I knew that I was not going 
to let him down again. 

“* After the war I had occasion to ask his help in a small 
personal matter. I did not think he would remember one out 
of the thousands of students he had known; and was he not, 
in any case, head of the University of Cape Town? But he 
did remember me, and he did help me, though then an ill man, 
grappling with issues a thousand times more important than 
my small business. Like many teachers, he inspired respect 
in his students ; but much more he inspired affection. The 
keynote of his life was youth: he looked young, he thought 
young, and it was to the young that he devoted most of his 
days. I am sure that many will remember all their lives this 
noble man, whose death has saddened as much as his life 
rejoiced us.” 


Diary of the Week 


JAN. 8 TO 14 
Tuesday, 10th 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pali Mall East, 8.W.1 
5 pM. Dr. R. T. Brain: Clinical Vagaries of the Herpes Virus. 
(Watson Smith lecture.) 
ROYAL ( JOLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.c. 


3.45 P. M. Dr. Leslie Foulds: Experimental and Histological 
Studies of the Responsiveness of Mammary Tumours to 
Hormones. (Imperial Cancer Research Fund lecture.) 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 

8 p.m. Psychiatry. Prof. L. 8S. Penrose, ¥.R.8.: Prospects of 
Genetical Research in Mental Illness. Dr. J. Fraser Roberts: 
Preliminary Results of two Surveys on Mental Deficiency. 

INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 P.M. Dr. R. G. Cochrane: Hansen’s Disease. 
Cc a LSEA CLINICAL SOCIETY 

8.30 p.m. (Rembrandt Hotel, Thurloe Place, 8.W.7.) Dr. A. A. 

Mason : Theory and Practice of Hypnosis. 
MANCHESTER MEDICAL SOCIETY 

5 P.M. (Medical School, University.) Surgery. Mr. R. R. 

Simpson: Shakespeare and Surgery. 


Wednesday, 11th 
ROYAL SOCIETY OF MEDICINE 
4.30 P.M. Physical Medicine. Dr. W Fell, Squadron-Leader 
Cc. V. Wynn Parry, Dr. W. p. ‘nae her : Injuries in Sport. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, 8.W.3 
5 p.M. Sir Russell Brock: Surgery of Septal Defects. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. H. Haber: Specific and Foreign Body Granulomas. 
MIDLAND MEDICAL SOCIETY : 
8.15 P.M. (154, Great Charles Street, Birmingham, 3.) Dr. A. B. 
Hegarty : Depressive States. 
NOTTINGHAM MEDICO-CHIRURGICAL SOCIETY, 64, St. James’s Street 
8.30 P.M. Mr. F. W. Law: Exophthalmic ‘Ophthalmoplegia. 
MANCHESTER MEDICAL SociETY 
4.30 P.M. Medicine. Dr. Richard Schilling: Byssinosis in Lan- 
cashire Cotton-workers. 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS, 242, St. Vincent 
Street, Glasgow, C.2 
5 p.m. Prof. Thomas Symington : 
Relation to Modern Surgery. 
Thursday, 12th 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 
5 P.M. Sir Geoffrey Todd: Chemotherapeutic Control ia the 
Treatment of Fibro-nodular Pulmonary Tuberculosis. 
(Marc Daniels lecture.) 
RoYAL COLLEGE OF SURGEONS OF ENGLAN 
5 pM. Dr. E. R. Williams: The skull at. Birth. 
lecture.) 
ALFRED ADLER MEDICAL SOCIETY 
8 P.M. (11, Chandos Street, W.1.) 
sexuality and Social Psychiatry. 


Some Endocrine Aspects in 


(Hunterian 


Dr. D. J. West: Homo- 


Friday, 13th - 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 
W.C. 


3.30 p.m. Mr. G. H. Howells: Sinusitis—Acute and Chronic. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. Coc 


hrane : Hansen’s Disease. 
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Notes and News 


SHORTAGE OF MENTAL NURSES 


ADDRESSING a meeting in Shrewsbury last month, Dr. M. J. 
Brookes drew attention to the acute shortage of nurses in 
Shelton Hospital, of which he is the medical superintendent. 
This hospital, built 112 years ago to accommodate 176 patients, 
has been expanded, and its present statutory accommodation 
is for approximately 750 patients. Nevertheless, over 1000 
patients are in residence. There are only 67 full-time nurses 
and 48 part-time nurses—i.e., the equivalent of about 91 
full-time nursing staff—whereas the ideal establishment would 
be 270. This means, in practice, that 3-4 nurses look after 
50-60 patients, whereas the ideal figure would be 1 nurse to 
every 4. Dr. Brookes appealed particularly for local help, 
though he would also be glad to have nurses from other parts 
of the country. Recruitment, however, was uafortunately 
limited to the local district because of inadequate residential 
accommodation for nurses. 

The Shrewsbury Chronicle of Dec. 9, in reporting this appeal, 
draws its readers’ attention to the fact that the Ministry of 
Labour and National Service allows young men deferment from 
National Service if they are willing to start training as nurses 
before they are 181/,. Under this arrangement, made in 1947, 
men who have completed their training are given an oppor- 
tunity to work as nurses duriag their period of National 
Service. 


DISCUSSION GROUPS AND SMALL CONFERENCES 


Tue World Federation for Menta] Health and the Josiah 
Macy, jun., Foundation, of New York, are the joint sponsors 
of a small international‘working conference on the Functioning 
of Discussion Groups and Small Conferences, which is to be 
held in Eastbourne from Jan. 31 to Feb. 6. Varying methods 
of group discussion are increasingly employed at meetings ; 
but, as they are not always as productive as they might be, 
it has been suggested that a useful manual might be produced 
as a result of the working conference. Dr. Brock Chisholm, 
who is a member of the executive board of the federation, is 
to be in the chair at the conference. 


HOSPITAL NEW YEAR 


Many administrators and doctors will face 1956 with more 
confidence because they have on an accessible shelf the current 
edition of the Hospitals Year Book.’ In it they will once more 
find in orderly array particulars of all hospitals and hospital 
authorities in Great Britain and Northern a land, the blood- 
transfusion services, Government departments, and statutory 
bodies. The useful indexes to statutory instruments and 
official] circulars have been brought up to date. In his annual 
review Mr. J. F. Milne, the editor, discusses the inadequacy 
of the proposed capital expenditure on huspitals, the problems 
of our mental hospitals, and the shortage of staff at all levels 
in all kinds of hospitals. He believes that despite these 
difficulties the quality of the service offered to the patient has 
improved, ‘especially in endeavouring to. Bee that he is 
treated as a person and not simply as a case.’ 


. 


University of Cambridge 
The following degrees were recently conferred : 


M.D.—I. M. P. Dawson, Errington Ellis, J. R. Ellis, R. M. 
Forrester, C. 8. McKendrick, *F. N. Macnamara, Adolf Polak, 
Iris Watkins, * D. N. 


M.B.—H. W. Ae drenwg 


B.Chir.—Joyce F. Baron, R. W. Beard, R. B. Bennet, M. 8. 
Rother. A. E. Boyo, R. M. Buckle, N. L. Burrell, > 8S. Carmichael, 
. B. Carter, R. A. oe J.D. > arters, J. H. Clark, M. N. Cox, 
L. Davis, H. Eckersley, P. H. Evans, 
A. G. Fraser, G. Pit, Mert! R. ‘Giyn- John, I. Grant-Whyte, 
Rosemary C. Hiei P. Jd. pm Bubperd. Hudson, Rache} FE. 


Hndson, M. H He 7% re re ig okins, Bn ay 
en, ather 


Kinug-Price, J. H. 

W. O. Mavor, D. _ ‘Miller, J. D. mac, JB. M . BS Sinci emai, D.J. 
Moorhouse, A. M. Morgan, H. ee. J. F. M. Newman, 
K. A. Pallister, 


E. é Norbury, R. Nottidge, B G. Orr, 


4 


. 
E. H. B. §, Ph atrina bade Mt a. W. Parry Wil del a) Bese : a 
P B. e pode othwell- 
Jogkson A. G B decabe. A. H. oe A D, G. Twyman, 


* by proxy. 
1. H Hospitals Year Book 1955-56. “Institute of Hospital pénibis- 
trators, 75, Portland Place, London, W.1. 1955. Pp. 
4is. . 
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Society of Aattinmene of London 

At recent meetings of the court of assistants, with the 
master, Dr. Neville Finzi, in the chair, Sir Horace Evans 
and Mr. Alan Brews were elected to seats on the court; and 
it was resolved to confer on Sir James Paterson Ross the 
freedom of the society, honoris causa. 

The following were elected to the livery : 

J. B. M. Coppock, A. C. Frazer, L. J. Wallace, A. M. Rackow. 

The following were elected to the freedom of the society 
by redemption : 

J.D. A. Gray, A. J.C. 
King-Turner. 

The following diplomas were granted : 

M.M.S.A.--H. A. Evans, C. J. Googe n. 

L.M.S.S.A.—A. H. Sears, M. K. Lu, B. M. 
J. F. Popper, R. N. Gardiner, St. J “Dowling, 
B. H. Gooch, R. Dawkins, R. Cc. Rintoul, G. 
et A. A. H. Atkinson, R. M. Burton. 

I1H—-R. H.R. Aston, J. G. 8. Coetzer, J. M. 

pikanit’ ‘HL. Miller, K. N. J. Pocock, V. G. Springett. 


Liddle Prize 

An award of this prize (£200) is to be made in 1958. The 
subject chosen for the essay is the social and economic aspects 
of epilepsy. Further particulars may be had from the dean 
of the London Hospital Medical College, Turner Street, E.1. 


Nuffield Dental Fellowships 

One of the aims of these fellowships is to enable graduates 
in medicine and science to qualify themselves to undertake 
teaching and research on dental health and disease. Further 
particulars will be found in our advertisement columns. 


Gormley, W. D. R. Thompson, Elizabeth A. 


Hellings-Evans, 
Cc. P. K. Watson, 
B. Middle, mm. De 


Davies, A. P. 


British Association of Plastic Surgeons 
The following officers have been elected for 1956 : 
President, Mr. Wilfred Hynes; hon. treasurer, Mr. R. P. Osborne; 
hon. secretary, Mr. J. P. Reidy; other members of the counc il, ten T. 
P. Kitner, Mr. D. N. Matthews. Mr. Rainsford Mowle om, Mr. R. J. V 
Battle, Mr. P. H. Jayes, Mr. J. 8. Tough, Mr. A. B. Wallace, 
Mr. H. P. Pickerill. 


Research into Ageing 

Entries for the 1955-56 Ciba Foundation awards for research 
on basic problems of ageing should reach the foundation not 
later than Feb. 10, 1956. Information about the awards may 
be had from Dr. G. E. W. Wolstenholme, the director of the 
foundation, 41, Portland Place, London, W.1. 


Royal Society of Medicine 

The next award of the Colyer prize will be made in Novem- 
ber. It is offered for the best original work in dental science 
completed during the previous seven years by a dental surgeon 
who has qualified from a dental school in Great Britain or 
Northern Ireland not more than seven years ago. Applications 
should be submitted to the prize committee of the society, 
1, Wimpole Street, London, W.1, not later than June 30. 


Institute of Diseases of the Chest, London 

Clinical demonstrations will be given by Dr. N. Lloyd Rusby 
and Mr. T. Holmes Sellors at the institute (in the grounds of 
Brompton Hospital, Fulham Road, 8.W.3) on Fridays from 
Jan. 6 ‘to March 23. Open lectures will be given on 
Wednesdays, from Jan. 11 to March 14. All the meetings are 
open to doctors without fee and will be held at 5 p.m. 


Reciprocal Agreement with New Zealand 

A reciprocal agreement on social security between the 
United Kingdom and New Zealand was signed in Wellington 
on Dec. 20. It will come into operation on April 1, 1956. 


Under the agreement the Ministry of Pensions and National 
Insurance will treat people who come to the United Kingdom from 
New Zealand as if they had paid contributions to the National 
Insurance scheme while they were in New Zealand, so as to enable 
them to qualify for retirement pensions, widows’ benefits, and 
sickness and unemployment benefits. People who go from the 
United Kingdom to New Zealand will continue, as at present, to 
receive any retirement pension or widow’s benefit for which they 
may have qualified under the National Insurance scheme. The 
New Zealand ministry of social security will, however, treat them 
as if they had been resident in New Zealand ‘while they were living 
in the United Kingdom, so as to enable them to satisfy the condi- 
tions for New Zealand benefits, and will take into account the 
amount of any National Insurance benefit to which they are entitled. 
The reement also provides for the payment of sickness and 
unemployment bevefits under the New Zealand schemes to people 


ae 


from this country. 

Anyone who thinks he may become entitled to benefit 
under the agreement should apply to his local Pensions and 
National Insurance office. 


General Board of Control for Scotland 

Mr. A. A. Templeton, ©.B.E., J.P., has been appointed a 
commissioner of the board in place of Sir Robert Bryce Walker, 
who has resigned. 


Dietetics Congress 

The second International Congress of Dietetics will be held 
in Rome from Sept. 10 to 14, 1956. Further particulars can 
be had from the Associazione Dietetica Italiana, via dei 
Penitenzieri n. 13, Rome, Italy. 


Ministry of Health Appointments 

Mr. Robert Turton, the Minister of Health, has appointed 
Mr. P. Benner to be his private secretary and Mr. E. F. 
Cooper to be his assistant private secretary. He has appointed 
Mr. W. M. F. Vane to be his parliamentary private secretary. 


Anglo-French Exchange Bursaries 

Short-term grants for work in France are offered again this 
year to British doctors and medical research-workers by the 
Institut National d’Hygiéne in Paris. Application forms can 
be had from Dr. G. W. Wolstenholme, director of the Ciba 
Foundation, 41, Portland Place, London, W.1. The closing 
date for applications is Feb. 4 


Modern Aspects of Rheumatic Disease 

The British Postgraduate Medical Federation and Empire 
Rheumatism Council have arranged a consultants’ conference 
on this subject from March 22 to 24 in London. Sir 
Francis Fraser will give the opening address at 2.15 P.M. 
on Thursday, the 22nd. Further particulars may be had 
from the general secretary of the Council, Tavistock House, 
(N) Tavistock Square, W.C.1. 


Symposium on Venereal Diseases 

The first International Symposium on Venereal Diseases 
and the Treponematoses will be held in Washington, D.C., 
from May 28 to June 1. It will be sponsored by the United 
States Public Health Service and the World Health Organisa- 
tion. Further particulars may be had from Dr. C. A. Smith, 
division of special health services, Public Health Service, 
Department of Health, Education, and Welfare, Washington, 
25, D.C. 
National Association for Mental Health 

The annual conference of this association will be held next 
year at Harrogate on April 12 and 13, under the chairmanship 
of Sir Charles Morris, vice-chancellor of the University of 
Leeds. The theme chosen is Mental Health and Personal 
Responsibility, and the speakers will include Prof. G. R. 
Hargreaves, Prof. T. Ferguson Rodger, and Dr. Mary Burbury. 
Further particulars may be had from the secretary of the 
association, 39, Queen y eo Street, London, W.1. 


Fellowships in Clinical Research 

The Medical Research Council invite applications for 
fellowships tenable at centres in the United Kingdom during 
1956-57 from medical graduates who wish to prepare them- 
selves for a career in clinical research. 

The awards will be made for one year in the first instance and will 
be renewable annually to a maximum of three years in all. Stipend 
will be at the rate of £950-£75—-£1100 per annum, with superannua- 
tion. Applications must be sponsored by the head of the appropriate 
department in the candidate’s university or medical school, and an 
undertaking will be required that a suitable academic post in a 
clinical department will be available to the candidate in that 
institution on satisfactory completion of the period of study under 
the fellowship. Forms of application may be had from the secretary 
of the council, 38, Old Queen Street, London, 8S.W.1, to whom they 
must be returned not later than March 1, 1956. 


Oxford Graduates Medical Club 
A dinner will be held at the Royal College of Surgeons, 
a. Inn Fields, London, W.C.2, on Friday, Jan. 20, 
7.30 p.m., when Mr. E. A. Crook will be in the chair. Tickets 
(25¢.) may be had from Mr. Selwyn Taylor, 3, Roedean 
Crescent, Roehampton, 8.W.15. 








CORRIGENDUM: Argentafinoma.—lIn the articles and our annota- 
tion last week the name of Dr. Albert Sjoerdsma was incorrectly 


spelt. 
‘Births, Marriages, and Deaths 


BIRTHS 


at gt College Hospital, to Rosalyn 
. Talbot—a son (Derek Michae)). 








TaLBoT.—On Dec. 31 
(née Carrick) and John 
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SERENITY 


in the menopause . 


MIXOGEN tablets, by correcting 
endocrine imbalance, rapidly relieve the 


emotional disturbance of the menopause. 





dosage : 1-2. tablets daily, 


MIXOGEN t= 


Each tablet contains 0.0044 mg. of 
crystalline ethinyloestradiol B.P. and 
3.6 mg. of crystalline methyltestosterone 
B.P. Tubes of 25 and bottles of 100, 


OESTROGEN-ANDROGEN SYNERGY 





Literature and sample on request. 





ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE + LANCASTER PLACE * LONDON «+ W.C.2 
Telephone : TEMple Bar 6785/6/7 0251/2 Telegrams : Menformon, Rand, London. 





‘ [In common 
. winter 
n ifections . . 


S\N 






~TLOTVCIN" armor 


~ , — TRADE MARK BRAND 
lt ; : AVAILABILITY : 
7. = <>: *‘ILOTYCIN’ is rapidly bactericidal to Gram- ‘Hotycin’ Tablets : 100 mg. 
=e. ¢ =, - positive organisms, including staphylococci, strep- and 250 mg. Average dose: 
eo == tococci and pneumococci. Orally administered, it 1 Gm. daily. 


. ‘Ilotycin * Paediatric : in pala- 
gives adequate 2-hour blood levels, is perfectly safe, ances ee prs aol 


well tolerated and free from unpleasant side effects. dose: 4 teaspoonful per stone 
body weight every 6 hours. 


lly ELI LILLY & COMPANY LIMITED 








BASINGSTOKE HANTS 
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CARNATION 


The digestibility 
of Carnation Milk 








CURD FORMATION 





Breast Milk. 











2 Carnation Milk diluted to 


whole milk value. 





3. Pasteurised Milk. 


The milk in each flask has been curdled by the addition of pepsin. Whilst precipitating, 


the milks were stirred constantly. 


This simulated the conditions occurring in an 


infant’s stomach. Breast milk and Carnation Milk remain liquid with a suspension of 


very fine curds, 


Pasteurised milk curdles into a solid mass. Boiled milk produces curds 


intermediate in size and texture between those of Carnation Milk and pasteurised milk. 


Carnation Milk 
produces a unique curd formation — 
tensionless, flocculent. The modification of 
cow’s milk proteins essential for this curd 


Due solely to proc essing, 


formation occurs during the final sterilising — 
f 
a process exclusive to evaporated milk, This 
terminal heating induces: 
1 An 
together with expulsion of some * 


increase in casein particle size 
‘bound’’ 
water. 

2 Achange in the calcium salts in which 
there is a combining action with the 
phosphate ions to form colloid or semi- 
calcium. 


(a) soft curd 


colloid phosphates of 


These changes result in 


properties when Carnation is acted upon 
by hydrogen ions in tive range of gastric 


acidity, and (b) a reduced intensity of the 





calcium-casein coagulating mechanism. 
The extreme range of digestibility and 
tolerance of proteins, as found in 
Carnation Milk, is the practical advantage 
at the disposal of all physicians who are 


concerned with infant feeding. Other 
highly desirable advantages to those 


prescribing Carnation are :— 


1 Safety, because of sterilisation after the 


Carnation cans are sealed. 


Hypo-allergenic properties. 
Uniformity — due to standardisation of solids. 


Prophylactic D3. 


+. Ww 


Permanently emulsified butterfat. 


> 


Accuracy of measurement. 





* The Feeding of Infants ’’—a book specially 
for doctors—together with reprints of clinical 
investigations and Carnation feeding charts 
are available from:— Medical Department, 
General Milk Products , imited, Bush House, 

Aldwych, London, W. 





Carnation Milk “from Contented Cows”’ 
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Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 





The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 
as to potency and stability. 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 


conspicuous 
Institute. 


LITERATURE ON REQUEST 


success at the Shute 


The natural vitamin E of today com- 
prises a concentrate distilled; from the 


oils of cottonseed, palm, soya bean, etc. _ Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 


The standard laid down by the League 
of Nations is that 1 international unit 
= 1 mgm. of d.l. alpha tocopheryl acetate. 








NON-BARBITURATE SEDATION 


Growing recognition of the long-term cumulative toxic 
effects of barbiturates, and the wéll-known, insidious, 
psychic habituation to their use—matters of consider- 
able concern to many Doctors—are now avoidable 
dangers through the formulation of Noctynol Tablets. 
The latter present : 


MEPHENESIN, which, by diminishing reflex hyper- 
excitability, relieving nervous tension and anxiety, and 
promoting muscular relaxation, not only induces the 
composure essential to the onset of sieep, but also 


ensures that the sleep is regtful and refreshing. 


CARBROMAL and BROMVALETONE which, by 
synergism, act as effective hypnotics and quickly trans- 
form the mephenesin-induced sedation to hypnosis. 





%& Each tablet contains : 


Mephenesin 200 mg. ‘Unlike the barbiturates, carbromal and bromvaletone 
Carbromal 200 mg. are non-toxic and non-cumulative and, as elimination 
Bromvaletone 70 mg. is comparatively rapid, they rarely give rise to 
Professional Sample Ascorbic Acid 30 mg. ‘hangover ’ and depression. 


and Literature 


gladly available Available in bottles of 50 tablets. In smaller doses, NOCTYNOL Tablets act as a 





non-depressant calmative eminently suitable for 
on request. Prescribable on N.H.S. Form E.C.10. daytime sedation. 
MOORE MEDICINAL PRODUCTS LTD. 


1, QUEEN’S TERRACE, ABERDEEN + 











64, GLOUCESTER PLACE, LONDON, W.1 
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“ASTHMA 
Instant relief, / 


Ever increasing numbers of medical 
men are relying on Rybarvin 
Inhalant to combat bronchospasm. 
The Ministry of Health having 
agreed to the prices of Rybar 
asthma inhalants, Rybarvin can 
be freely prescribed. 


RYBARVIN brings relief. Consistently, often 
spectacularly, attacks are cut short and _ their 
frequency lessened. Free from excess acid, non- 
irritant and non-habit-forming it is an ideal inhalant 
for all asthmatics young and old. 


Formula 


Pituitary Extract. Posterior and Anterior Lobe. . 06-40% w/v 
Methylatropine Nitrate : ee = oa 014% w/v 
Papaverine .. ‘ 0-08%, w/v 
Adrenaline ‘ ‘ 0-40% w/v 
Ethyl Para-aminobenzoate 0-20%, w/v 

001% wiv 


Iso-buty! Para-aminobenzoate . ; : : : ‘ 
RYBAR INHALER has been specially designed 
for aerosol therapy. Both Rybarvin and the Inhaler 
may be prescribed on N.H.S. Form E.C.10. 

Samples and details of trial outfits forwarded on request. 












The safest and best 


preparation. of opium 





Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 


‘Packed in 2-0z., 407z., 8-oz. and 16-0z. bottles, and 
for injection in }-oz. rubber-capped bottles, sterile, 
ready for use. 








WEPENTHE » 


(FERRIS) 


FERRIS & COLTD 


Tih pee] & 
lelevrams FERRIS BRI$ Pol 
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ONE MOMENT 
PLEASE, DOCTOR... 












Many YOUNGSTERS have been helped 
to a quick recovery by the Vitamin 
C in Ribena—and how much the 
patient enjoys it too! 






ae Doétors themselves, in the gen- 
eral course of practice, have made 
Hy Ribena one of the most widely recom- 
mended health drinks in the country. 
Ribena contains pure blackcurrant 
juice, one of the richest sources of 
Vitamin C., Its content of glucose and 
fruit sugar comes from the same natu- 
ral source, while its added cane sugar 
makes it acceptable to all palates. 



















@ If you would like a sample bottle 
of Ribena, and a copy of our brochure 
“Blackcurrant Juice in Modern Therapy’, 
please write to the Medical Dept.B/g, 
H. W. Carter & Co. Limited, The 
Royal Forest Factory, Coleford, Glos. 













Ribena contains not less than 45% actual 
blackcurrant juice, one of the richest 
sources of natural Vitamin C, with 
natural glucose and fruit sugar, 
sweetened with cane sugor. 









The secret is to take 


Ribena 


daily 












THE BLACKCURRANT JUICE 
VITAMIN C HEALTH DRINK 
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For the relief of 
respiratory congestion 





An effective inhalant for treating congestion in cases of 
bronchial catarrh, common cold and bronchitis, Crookes 
KARVOL Inhalant Capsules clear respiratory tracts rapidly 
and decrease irritation. 

Patients find the ease of application practical; all that is 
required is to snip off the end of the capsule and squeeze the 
contents into a handkerchief. No unpleasant reaction is felt on 
inhaling the vapour, which is antiseptic and will relieve severe 
bronchial conditions almost immediately. 

Contains chlorothymol 0.7%, chlorbutol 6.6%, menthol 7.9% 
and the essential oils terpineol, oil of cinnamon and oil of pine. 


Crookes KARVOL INHALANT CAPSULES 


Bottle of 20 Capsules 3/4d. (including Purchase Tax) subject to professional discount. 





THE CROOKES LABORATORIES LIMITED + PARK ROYAL LONDON N.W.10 











Powerful, active SOD: SALICYL: the answer to 
the treatment of Rheumatism and allied disorders; plus the 
SODIUM SALT OF PARA-AMINOBENZOIC ACID 


PRESCRIBE :— 


AMERIPES TABLETS 


(Regd,) 








(pronounced A-merri-pess) (Enteric & sugar coated) 


Sodium salicylate 24 grains P-Aminobenzoic acid 24 grains (as the sodium salt) 


Prompt remission of symptoms 
, Available only on 
Pain relief prolonged " he 
Doctors’ prescriptions. 
Less significant toxicity 
cot Prescribable on 
Increased concentration in blood of salicylate E.C10 


Decreased rate of urinary excretion of salicylate 


THE WEST HARTLEPOOL DRUG COY. LTD. 


WHOLESALE AND MANUFACTURING CHEMISTS 
SOUTHGATE ° HARTLEPOOL 
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YOUR 
CHILD 


your plans for your child’s 
shecuian and career life assurance 
ean be a real help. Write today 
for a copy of the New “Career 
Policy ” leaflet to 


SCOTTISH 
WIDOWS’ FUND 


Head Office: 9 St. Andrew Square, Edinburgh, 2 
Leadon Offices: 28 Cornhill, B.C.3 17 Waterloo Place, S.W.1 





Stabilised 


Soluble BAR BITONE er 24. 
rachm. 


VALERIAN m. 3, per 


The economical and elective 
SEDATIVE & WYPNOTIC 


4 oz. bottle 4/2 
(also 40 oz. and 80 oz. sizes) 
Samples on siened request 
ROBERTS & CO. 
ciens 
76, New Bond Street London, W.1 
Prescribe on E.C.10 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. Ali types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 


Apply to Dr. J. A. SMALL Telephone : Norwich 20080 











See 
EUROPE 
irom an 














MEMORABLE TOURS BY LUXURIOUS MOTOR 
PULLMAN SALOONS & Ist CLASS MOTOR COACHES 
Enjoy every minute of your tour through Europe, free 
from language and luggage worries. Armchair luxury, 
first class hotels, and every facility to make your holiday 
memorable. Escorted London back to London, con- 
ducted by the pioneers of luxury Motor Pullman Tours. 
Day travel only. 

Tours arranged from 12 to 34 days 
Inclusive outlays 48 gns. to 198 gns. 


WRITE NOW FOR ILLUSTRATED 
BROCHURES giving full details of 
luxurious Motor Pullman and Motor 
Coach tours throughout : 

BELGIUM - LUXEMBOURG - FRANCE 
DENMARK’ - ITALY SPAIN 
PORTUGAL - GERMANY - HOLLAND 
HUNGARY - NORWAY - SWEDEN 
SWITZERLAND ° YUGOSLAVIA 

AUSTRIA - MOROCCO 


MOTORWAYS 


(Division B/C) 85 Knightsbridge, London, S.W.| 
SLOane 0422 or Agents 


TRAVEL'WITH THE ALL-BRITISH ORGANISATION 











CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Menta! and 
Nervous IIInesses in both Sexes. 

A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
pecery. or Voluntary status. Modern forms of treatment, 
ncluding psychotherapy, parco-analysis, modified insulin, 
occupational therapy, E.C.T., etc. 

DOUGLAS MACAULAY, M.D., D.P.M. 





CLIFFDEN, 


TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 
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ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 


MEDICAL SUPERINTENDENT : THOMAS TENNENT, M_D., F.R.CP., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 


rooms with special nurses, male or female, in the Hospita! or in one of the numerous villas in the grounds of the various branches 


can be provided. 
re WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre. a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are suppiied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branehes of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms aad further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 





FOR NERVOUS AND 
MENTAL DISORDERS 











Presipent: THe Rieut Hon. Tate EARL OF DERBY, M.C. 
MepicaL SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 





This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 

athological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
reatment is employed in suitable cases. 

Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 

For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 





THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1! for first three years for newly qualified entrants and £2 thereafter 7 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 





























Vacancies . 

ACADEMIC AND EDUCATIONAL Page| Cambridge. Addenbrooke’s. Sr. H.0. 56 | CASUALTY 

SECTION 51 | Croydon Group H.M.C. Reg... .. 57] St. Charles’, W.10. Sr. H.O. .. oe | oe 

Derby. Derbyshire Royal Iffy. Sr. St. Nicholas, 8.E.18. H.O. .. ae 

ANAZSTHETICS Gk is ad %- aM .. 67] Westminster, S.W.1. Reg. .. co 
Hackney Group H.M.C. Sr. H.O. .. 53] Glase Southern Gen. Jr. H.M.O. 57] Brighton Gen. H.O. .. oe ei 
London, E.1. Reg. .. te .. 53] Leeds R.H.B. Locum Regs. .. .. 58 | Chesterfield Royal. Sr. H.O. .. -- 66 
Moorfields, Westminster & Central Macclesfield. Sr. H.O.. . .. 59] Croydon. Mayday. Sr. H.O... sae 

Eye. Reg. .. an ee .. 54] Manchester. Booth Hall Child’s. Sr. Hemel Hempstead. West Herts. Jr. 
Prince of Wales’s Gen., N.15. Sr.H.O. 54 a “Pp ha oa oa: “ae H.M.O. a oé ‘6 +o ee 
Royal Masonic, W.6. P.-t. Cons. .. 52] Perth. County and City Gen. Hosps. Hitchin Hosps. H.O... 57 
Royal National Orthopedic (Stan- Sr. rN és a i .. 60] Kettering Gen. Sr. H.O. as 58 

more). Locum Reg. ra .. 54] Sheffield R.H.B. P.-t. Cons... 52 | Luton & Dunstable. Sr. H.O. 58 
St. Charles’, W.10. Reg. 54] South Warwickshire Group. Reg. 62 | Newcastle Gen. Sr. H.O. oa 59 
St. Mary’s, W.2. H.O. od 54] Watford Hosps. Reg... ee .. 62] Reading. Battle. H.O. pus 60 
St. Nicholas, S.E.18. Sr. H.O. .. 54] New Zealand. Otago Hosp. Board. Romford. Oldchurch. Sr. H.O. 60 
University College Hosp., W.C.1. Sr. Jr. Specialist. . me ~ + ae eee ~~ Sr. +. - or Locum 4 

Reg. .. fs te ha a. Sheffield. City Gen. eg. 
Wanstead, E.11. Sr. H.0. .- WER ae ge + Taunton H.M.C. Sr. H.0O. :: _.. 61 
West London, W.6. Sr. H.O. & P.-t. > roar 0 wes. 250eps. eg. ;9 | Watford. Peace Mem. Pre-reg. H.O. 62 

Clin. Asst. .. ~ at -- $5 OF. H.U. —- “the “i vi >” | Winchester. Royal Hants County. 
Whittington, N.19. Sr. H.O. .. 54] CARDIOLOGY Sr. H.O. % ot all a ae 
Blackburn & Dist. H.M.C. Sr. H.O. 56] Charing Cross, W.C.2. P.-t. Clin. Windsor. King Edward VII. Sr. H.0O. 62 
Blackpool & Fylde H.M.C. Jr.H.M.O. 56 Asst. .. en oe - sa» & (continued overleaf) 
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CHEST AND TUBERCULOSIS Birmingham. Marston Green Mater- St. Thomas’s, S.E.1. Cons. 52 
Plaistow, E.13. Sr. H.O. 54 nity. .O. ‘ 55] Leeds R.H.B. Sr. H.M.O. 

Leeds R.H.B. Sr. Reg. me ‘* 58] Birmingham United Hosps. H.O. :. 55] Scotland. North-Eastern R.H.B. Sr. 
Leicester. Markfield San. Reg. or Birmingham United Hosps. Reg. .. 55 Reg. . 60 
Sr. H.O. = a - _. §8 | Canterbury. Kent & Canterbury. on South Africa. qerovincial Admin. ot 
t > l. Jr. H.M.O. 58 sO. ce se oe 4 Jape of Goo _ ed. Pract’s 
ee r : aE 7 . ™ . - 58 ve ay H. 0. 56 (Grade E & D) . oe -. 53 
th B t. D ‘ Jidw , Yroydon Group H.M.C. Re g.. 57 
SoGhest. Tr MO. TTY 61 | Cuckfield, Sussex. Pre-reg. H.0. |: 57 RHEUMATOLOGY Sr.H.O. 55 
Sully, Glam. Sr. H.0... oe Sates Oe Sheffield United Hosps./R.H.B. Reg. 61 
DENTAL SURGERY Leeds R.H.B. Reg. 58 | SURGERY 
Hosp. for Sick C hild., W.C.1. Sr. H.O. 55| Llanelly. Sr. H.O. “+ * 58] Hackney, E.9. Pre-reg. H.O.. 53 
St. Bartholomew’s, E.C.1. Reg. : 54 | Newcastle R.H.B. Reg. e -- 59] Hosp. for Sick Child., W.C.1. Sr.H.0. 55 
Liverpool R.H.B. P.-t. Cons. 52 — Middx. Mount Vernon. - wile End, E.1. , 1.0. . ‘* 7 54 
a 5§ a > = »-E 3.1. 
DERMATOLOGY Reading. Roy al Berks. H.O. 60 ety ae 7 ™ 34 
Glasgow. Stobhill Gen. Pre-reg. Scotland. Western R.H.B. Sr. Reg... 60 W est London, W.6. H. S 55 

H.O.’ A a 57 | Stoke-on-Trent. North Staffs Royal Aberystwyth Gen. Sr. H. O.. 55 
Scotland. Northern R.H.B. Reg. 60] _ Infy._ Sr. 61] Accrington. Victoria. H.O.. “>, oe 
EAR. NOSE, AND THROAT —= a rnity & Fulford _Hosps. es Ashton, Hyde & ee ae M. ©. Se. ‘ 

o ’ er. . : de 0. ° - & 
Bridgend Gen. Sr. H.O. 55| OPHTH oO Aylesbury. Tindal Gen a» ae 
Cambridge. Addenbrooke’s. ‘.O. 56 Se at seg y LoGy t. 6 59 Barnstaple. North Devon “Taty. Pre- 
Mane hester United Hosps. Locum Leeds R B. Sr. H.M.O. — 52 reg. H.O. -. 55 

Reg. 59 L ds HB. Sr. R 58 Bedford Gen. Pre-reg. H.O 55 
P er rth, Count y & City Gen. Hosps. 6 Leeds United Hosps. Reg. :: 58] Birmingham: United. Ho 5.6: B & - 

1.0. or Sr. 0 0 “ ~ *S oe irmingham Unite osps. eg. 
Wolverhampton Group. ’ Pre-reg. : wy 7) s anion ifosps. -_ aes. 59 Locum Reg. . : 55 

H.O. .. . alia : on Manchester United Hosps. Sr.H.M.O. 53 — Leet vic Dist. HMC. 1.0. Fa os 
GERIATRICS ORTHOP ADICS Bury & Rossendale H.M.C. Sr. H.0. 56 
Langthorne, E.11. H.O. 541] Bri Gen. oO. .. a _. 56] Cardiff H.M.C. Sr. H.O. -- 56 
—- Gen. ai we is « & pa gh ae é Wales Orthopedic. , ‘ oe ¢ peraes © eaty. i. O.’s .. = 
Glasgow. Stobh Gen. re-reg. Sr. H.O. be =f pa gf 1eltenham Gen ° e 

H.0O.’s es 5 cumkee. St. Peter’s. Sr. H.O. or - Chesterfield Royal. H. 0. ° 56 
Newcastle R.H.B. Sr. H.M.O. 52 Pre-reg. H.O. we 57 | Colchester H.M.C. Sr. H.O. & ‘H.O. 56/57 
Oxford R.H.B. Sr. H.M.O - 52] Ipswich & East Suffolk. Sr. H.O. 58 — foe ee Infy. Pre- Po 

Leeds R.H.B. Locum Regs. 58 bs or 5 . +s 
Birmingham H.B. P.-t. Med Louth County Infy. St. H.O. 58 ie _* al East Sussex. Pre- 57 

rmingham ot. Med, > G M.C. P = a a 

er > ee I Spout roup re-re . ee Hemel “iempstead. oS Herts. cs 
INFECTIOUS DISEASES on . Fre ay'g en. Locum Re Reg. in - 60 Hertford © ‘ounty. HO. ito. 57 

rook Gen 4 UV. ve § ertford Count - 57 
Cardiff Isolation. Sr. H.0. .. oe Swe Ralop, Infy. mo Huddersfield Royal luty. H.0.'s 37 
MEDICINE Southampton. ‘Royal South Hants. ai Hull. a osp. for Sick Child. sr 
Bethnal ig ey ry s 7 St. Helens & Dist. H.M.C. H.O. | 61 Isleworth. West Middlesex. Reg. | 58 

» &.5. *-reg. “Ue os vo Ss - 
London Jewish, H.1. H.O. .. 53 | PADIATRICS os gy yg ty 
Princess Beatrice, S.W.5. H.O. 54] Hosp. for Sick Child., W.C.1. Sr. Leeds United Hosps. Re 58 
Abergavenn Group Med. Unit, H. .. 55] Liverpool. Bootle. Sr. ‘0. & H.O. 58 

Nevill Hall Hosp. Sr. H.O. .- 55] Memorial, 8.E.i3, H.0 54 Maidstone. West Kent Gen. Pre-reg. 
Blackburn & Dist. H.M.C. H.0.’ 56 | Queen Elizabe ihe Hosp. ie Child M.C, H.O . 58 
es & Hast Dorset H. M. C. H.O. 54 Manchester. Crumpsall. Sr. H.O. 59 

Re 56! Birmingham. Marston Green Mater- Neath Gen. H.O. ae 
Cambridge. Addenbrooke's. Reg... 56 nity. Sr. H.O 55 | Newcastle United Hosps. Sr. Reg... 59 
Cardiff United Hosps. Sr. H.O 56] Portsmouth Group H.M.C. H.O. :. 60] Northwood, Middx. Mount Vernon. 
Chesterfield Royal. Sr. H.O. 56 | Sheffield United Hosps. Reg. or ae es in - 59 
Chester-le-Street. Gen. H.O.. 56 Sr. , a2 .. 61] Nottingham Gen. Pre-reg. H.O. 59 

Jolchester H.M.C. H.O. 56] Southampton Child’s. H.O... 61] Oxford United Hosps. Reg 59 
Derby. ee shire Royal Infy. Pre- Plymouth. South mn “& East 

reg. H.¢ .. 57] PATHOLOGY Cornwall. Pre-reg. H.O 60 
pinneter,. Western. Jr. H.M.O. 57} Hammersmith, West London & Portsmouth Group H.M. rs ” Reg. & 
Durham. Dryburn. H.O. . 57 Mark’s. P.-t. Cons. 52 Pre-reg. H. j; 60 
Edgware Gen. H.O. .. 57| Beverley. Westwood. Sr. H.O. 55] Rochdale & Dist. H.M.C. H.O. 60 
Grantham & Kesteven Gen. Sr. H.O. Oxford United Hosps. Reg.. 60] Salisbury Gen. H.O. 60 
o oe oy ooh I .O. me dst + ee | seed snaps. Reg. or sr. e1 Southampton. — Royal South Hants. 

rimsd 1 
— West Middlesex. ‘Pro-ee. 53 | PHYSICAL nEnecENe — =. inty. | :? ae - 61 
Kingston, Surrey. Pre-reg. H.0. .. 58 | St. Mary's, W.2. P.-t. Reg. .. 54] St! Helens & Dist HAM.C. i.0. 61 
Leeds R.H.B. Reg. & Locum Regs... 53 | PSYCHIATRY Stoke-on-Trent. City Gen. H.O. 61 
Llandudno Gen. H.O. -» 4581] St. Thomas’s, S.E.1. Reg. .. 54] Sutton & Cheam. Pre-reg. H.O. 61 
Louth. County Infy. ‘Sr. H.O. 58] Bristol Mental H. M.C. Sr. H.O. 56] Warrington Gen. 0. oe -- 62 
Neath Gen. H.O. . 59 | Cambridge. Fulbourn. Sr. H.O. .. 56] Watford. Peace Mem. Pre-teg. H.O. 62 
Newton Abbot. Sr. H.C 59] Crowthorne, Berks. Broadmoor Weymouth & Dist. H.O 62 
Bessgwesd, Middx. Mount’ Vernon. - a ye a - Ww clverbampton Group. "Pre- reg. - 
Nottingham Gen. Pre-reg. H.0. -. 59] Epsom. St. Ebba’s. Reg. 57 | Worcester Royal Infy. “H.0.. 61 
— Group H.M.C. Pre-reg. 60 panes . 2s. Loe ~— Sr. H.M.O. . Wrexham. Mae lor Gen. — reg. I 0. 62 

° 400 i. I Bi . re . ’ aiem. 2° 2 
Scunthorpe W ar Mem. Sr. H.O. 61 ne R.H.B. Sr. Re ss 58 pada —— a S 
Southport Gen. Infy. H.O. .. -» 61] Leeds R-H.B. P.-t. Cons. » Sr. M.O. THORACIC SURGERY 
Stockport Infy. H.O. or Sr. H.O. . 61 & P.-t. Locum Cons. 52 London Chest, E.2. Sr. H.O.. 54 
Stockton-on-Tees. Sedgefield Ge n. Manchester R.H.B. Sr. Regs 59 | South East Regional Thoracic > Surgery 

Pre-reg. H.O. 61] Manchester. Springfield. Jr H.M.O. 58| _, Unit, S.E.18. Sr. H.O. 54 
Stoke-on-Trent. North Staffs Royal Newcastle R.H.B. Cons. 52) Cardiff H.M.C. Sr. H.O. 56 

Infy. Pre-reg. H.O.. . 61] Newcastle R-H.B. Sr. Reg. & Reg. 39] Warwick. King _ vil Mem 
Swansea, Mount P ioneaiat, Jr.H.M.O. 61 Scotland. Eastern R.H.B. Reg. 60 Chest. Jr. H.M.¢ 61 
Weston-super-Mare Gen. Pre-reg. H.O. 62 Scotland. North-Eastern R.H.B. Sr. ‘i UROLOGY - 

~. e Bristol. ig yo’ Gen. osp. 
NEUROLOGY - sg | Scotland. Western R.H.B. Sr. Ree. ; 60] Group M.C. Sr. H.C P56 
Newcastle United Hosps. Sr. H.0... 59 “ 
Sedgefield. Winterton H.M. Jr. 

NEUROSURGERY H.M.O. _. 60| PUBLIC APPOINTMENTS 62 
Manchester United Hosps. & R.H.B. Starcross, Devon. Royal Western GENERAL PRACTICE 64 

P.-t. Cons. .. 53 Gone 5 Institution Hosp. ‘ae: 61 | NON-MEDICAL 64 

r * ae 

OBSTETRICS AND orwgcoroay _ | RADIOLOGY TOO LATE FOR CLASSIFICATION 64 
Annie McCall Maternity, 8 4. H.O 53 Brompton, S.W.3. P.-t. Cons. 52] MISCELLANEOUS 64 
City of London Maternity, N.4. H.O.’s 53 Leeds R.H.B. P.-t. Locum Cons. 52 - te 
Elizabeth Garrett Anderson, N.W.1. ev RLH_B. Sr. Reg. 58 a : 

H.O. : 53] Northwood, Middx. ‘Mount’ Vernon. The Terms and Conditions of Service of 
Hammersmith Hosp, & 4 & Inst. of Obst. am ” HO . 59 TT Pett eande aff apply to 

& Gyn., W.12 ( es 5S ppngalindis ae rt | ospital pc we advertise, unless 
Hosp. for ‘Women, \ 1. Sr. H.O. 53 | RADIOTHERAPY otherwise stated. aeeene eee 
Marie Curie, N.W. z.0. _. .. 54] King’s € oud emp. 8S.E.5.  P.-t. candidates may y visit the hospital 
Mothers’ (Salvat oy ‘Army), E.5. H.O. 54 Cons. oe os .. 52| by appointment. 
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Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


JOHN ROGERS ELLIS, Esq., M.B.E., M.D., F.R.C.P., will deliver 
the GOULSTONIAN LECTURES On TUESDAY, 17TH and THURSDAY, 
yy JANUARY, 1956, at 5 P.M. at the College, Pall Mall East, 
8.W.1. 

Subject : “ Changes in Medical Education.”’ 

Any member of the Medical Profession admitted on presenta- 
tion of card. By order of the President, 

HAROLD BOLDERO, Registrar. 
UNIVERSITY OF OXFORD 


RADCLIFFE TRAVELLING FELLOWSHIP, 1956 

An EXAMINATION for a Fellowship of the annual value of £600, 
tenable for 2 years, will be held at the University Museum on 
18TH FEBRUARY, 1956. Candidates must have passed all the 
examinations for the Degree of Bachelor of Arts and Bachelor of 
Medicine, and must not have exceeded 4 years (exclusive of 
national! service) from the time of passing the last examination 
for the Degree of Bachelor of Medicine. 

The examination will take the form of a self-chosen essay and 
an interview. Further particulars to be obtained from the 
Secretary of the Medical School, Osler House, 43, Woodstock- 
road, Oxford. 

All applications, with essays, must be sent into the Deputy 
Regius Professor of Medicine, University Museum, Oxford, by 
3ist January, 1956 

UNIVERSITY OF LONDON 


A COURSE of 2 LECTURES on “ Quantitative Aspects of some 
Mechanical, Nervous and Humoral Factors Controlling the 
Cardiovascular System ” will be given by Prof. B. FoLkow 
(Gothenburg) at 5.30 P.M. on 17TH and 19TH JANUARY at King’s 
College, Strand, W.C. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
UNIVERSITY OF LONDON 


“ THE SCIE weayep ) alee oP MEDICINE ” 
1956 
SECOND TERM : jae ARY—MARCH, 1956 
The following lectures, which are designed especially for 

research workers and specialists in training, will be delivered at 
The London School of Hygiene and Tropical Medicine, _Keppe 1- 
treet, W.C.1, on TUESDAY and THURSDAY afternoons at 5.30 P.M. 
during the second term of the session 1955-56. ‘Admission free, 
— ticket. 





date Lecturer Title 
January 
Thurs. 12th..Professor H. A. Kress,..Steering of Metabolic 
M.A., M.D., F.R.S. (Ox- Processes 


ford) 
Tues. 17th..Dr. W. 
SON, PH.D.,  F.R.LC. 
(Glaxo Laboratories 


F. J. CUTHBERT-. . The Nutrition of Micro- 
organisms 


Ltd.) 

Thurs. 19th. . Professor R. A. MorToN,.. Vitamin A 
PH.D., D.SC.,  F.R.S. 

(Liverpool ) 

Tues. 24th..Dr. K. M. RUDALL, D.sc.,..Protein Ribbons and 
PH.D. (Leeds) Sheets 

Thurs. 26th..Dr. M. D. MILNE, M.D.,.. Renal Control of Acid 
M.R C.P. (Postgraduate Base Balance 
Medical School of 


London) 
Tues. 3ist..Dr. D. R. WILKIE, M.D.,..Living Muscle 
M.R.C.P. (University 


College London) 
February 
Thurs. 2nd .. Lecturer to be announced..Proteins in Muscular 
Contraction 
Tues. 7th ..Dr. J. F. SToKeEs, M.D.,..The Treatment of 
F.R.C.P. (University Hepatic Coma 
College Hospital Medi- 
cal School) 
Thurs. 9th ..Lord ROTHSCHILD, G.M.,. . Fertilisation 
SC.D., F.R.S.(Cambridge } 


Tues. 14th..Dr. T. R. R. MANN, M.D.,..Mammalian Semen 
PH.D., 8C.D., F.R.S. Composition and 
(Cambridge ) Function 


Thurs. 16th..Dr. E. S. HORNING, M.A.,..Some Anomalies in 
D.Sc. (Institute of Endocrine Carcino- 


Cancer Research ) genesis 
Tues. 2ist..Mr. K. C. RIcHARDSON,..Problems of Mam- 
M.sc. (University Col- mary Growth and 


lege London) Structure 

Thurs. 23rd..Dr. M. W. GoLpBLatrt,..Industrial Toxicology 
C.B.E., M.D., M.R.C.P., 
PH.D., B.sc. (Imperial 
Chemical Industries 
Ltd.) 

Tues. 28th..Dr. J. M. BARNES, M.B.,..The Elucidation of 
B.CHIR. (M.R.C. Car- Toxicity 
shalton ) 

March 

Thurs. Ist ..Dr. G. GORDON, B.SC.,. 
D.M. (Oxford) 


.Central Sensory Repre- 
sentation in Rela- 
tion to the problem 
of Cutaneous Sensi- 


bility 
Tues. 6th ..Dr. J. A. V. Bates, M.A.,..Observations on the 
M.B., B.CHIR. (M.R.C. Cortical Motor Areas 
Unit—National Hospi- in Man 


tal ~~ Nervous Disease s) 
Thurs. 8th ..Dr. J. F. Lowrtit, p.m... Reeovery from Lethal 
(M.R.C. Harwell) Effects of Ionising 
Radiation 





THE LONDON HOSPITAL MEDICAL COLLEGE 
(UNIVERSITY OF LONDON) 
THE LIDDLE TRIENNIAL PRIZE 
Under the Will of the late Dr. John Liddle, the Council of 
Governors of The London Hospital Medical College offer _a 
Prize to the value of £200 for the best Essay on :— 
‘ The Social and Economic Aspects of E pilep: ol 
Essays should be sent to the Dean (from whom further parti- 
culars may be obtained) on or before 31st July, 1958 
H. B. MAY, M.D., F.R.C.P., Dean. 
The London Hospital Medical College, Turner-street, E.1 
THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
(UNIVERSITY OF LONDON) 
330/332, Gray’s Inn-road, London, W.C.1 


Week-end COURSE on FUNDAMENTALS OF ULTRA-SONICS, 27TH, 
28TH and 29TH JANUARY, 1956. 
The course is intended for Consultants and senior students 
and will include practical demonstrations. Fee £3 3s. 
Detailed syllabus obtainable from the Dean. 
THE DENTAL AND MEDICAL SOCIETY FOR THE 
STUDY OF HYPNOSIS 
Applications are invited from practitioners for the SPRING 
AND SUMMER TUITION COURSES. There are 9 Lectures, 5 Lecture 
Demonstrations, and individual tuition included in the Course 
which runs once nightly over 7 weeks. There are also intensive 
weekend Courses. 
Applications to the Secretary, Mr. KreiIrTH DAWSON-WatTTs, 
22, Gordon-road, Ealing, W.5. 
THE NUFFIELD FOUNDATION 





FELLOWSHIPS AND SCHOLARSHIPS IN DENTISTRY 
The Nuffield Foundation invites applications, from citizens 
of the United Kingdom, for Fellowships and Scholarships in 
Dentistry. To help the advancement of teaching and research 
on dental health and disease, the Foundation is prepared to 
award a number of Fellowships :— 

(i) to enable selected men and women with dental qualifica- 
tions to receive such additional] training in pure and applied 
science as is desirable to fit them for an academic career in 
dentistry (but not to obtain a medical qualification), and ; 

(ii) to enable selected university graduates in medicine and 


science to receive training that will qualify them to undertake 
teaching and fundamental] research on dental health and 
disease. 


The Foundation is also prepared to award a limited number of 
Scholarships to assist students of outstanding ability attending a 
university dental school to devote 1 or 2 years to further studies 
of the basic sciences. 

Applications for Fellowships should be received by Ist March 
annually and for Scholarships by 30th June annually. Copies of 
the conditions of both Fellowships and Scholarships and the 
application forms are obtainable from the Director, The or 
pounteee. Nuffield Lodge, Regent’s Park, London, N.W. 

. FARRER-BROwWN, Director of the Nuffield Geneetiaaies. 
@auyY’ s HOSPITAL MEDICAL SCHOOL, London Bridge, 
S.E.1. Applications are invited for a RESE AKCH FELLOW- 
SHIP in connection with the mode of action of anti-tuberculous 
drugs. Applicants should have experience in biochemistry and 
microbiology. Salary according to experience. 

Applications, with the names of 3 referees, should be sent 
to the Dean as soon as possible. 


UNIVERSITY OF ABERDEEN. Applications are “invited 
for the post of LECTURER IN ANATOMY. The Lecturer will 
be required to possess,a registrable medica] qualification. Salary 
scale (b), £1200-£1700 (or scale (a), £790-£1075), with placing 
according to qualifications. Superannuation (F.S.8.U.) and 
children’s allowance. Part of removal expenses refunded. 

Conditions of appointment and forms of application should 
be obtained from the Secretary, The University, Aberdeen, with 
whom applications (8 copies), giving the names of 3 referees, 
should be lodged not later than Ist March, 1956. Applicants 
outside the British Isles may submit 1 copy only. 


THE UNIVERSITY OF LIVERPOOL. Applications are 
invited for the post of Full-time RESEARCH ASSISTANT IN 
THORACIC SURGERY to take part in a piece of research work 
approved and financed by the British Empire Cancer Campaign. 
The appointment will be for 1 year in the first instance, at a 
salary up to £1250, according to qualifications and experience. 

Applications, stating age, acadeniic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than Ist February, 1956, by the undersigned, from 
whom further particulars of the conditions of appointment may 
be obtained. STANLEY DUMBELL, Registrar. 


THE UNIVERSITY OF LIVERPOOL. Applications are 
invited from medically qualified and non-medically qualified 
candidates for the post of ASSISTANT LECTURER IN 
HISTGLOGY in the Department of Physiology and Histology. 
The initial salary will be £700 p.a. for a medically qualified 
candidate ; or £550 p.a., or in special circumstances £600 p.a., 
for a non-medically qualified candidate. 

Applications, stating age, academic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than 6th February, 1956, by the undersigned, from 
whom further particulars of the conditions of appointment may 
be obtained. STANLEY DUMBELL, Registrar. 


THE UNIVERSITY OF TORONTO, Toronto, Canada. 
Department of Psychiatry is offering a FELLOWSHIP for 
postgraduate research and teaching in the Department of 
Reform Institations of the Province of Ontario. The appoint- 
ment is for 1 year in the first instance—«alary $4500. The post 
is vacant now. 

Applications to the Secretary, Department of Psychiatry, 
University of Toronto, 2, Surrey- -place, Toronto, Canada. 
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UNIVERSITY OF MALAYA. Applications are invited 
for LECTURESHIP IN OBSTETRICS AND GYNACOLOGY. 
Salary scale £1295-£49-£1442/£1540-£56-£1988 p.a. Point of 
entry determined by qualifications and experience. Allowances : 
expatriation in range £280—-£308 p.a., cost-of-living in range 
£210-—£560 p.a. All paid in Malayan currency. Free passages for 
appointee, wife, and children under 12 years. Part-furnished 
quarters at re asonable rent. Provident fund scheme. 

Applications (6 copies), naming 3 referees and detailing quali- 
fications and experience, to be received by 6th February, 1956, 
by Secretary, Inter-University Council for Higher Education 
Overseas, 29, Woburn-square, London, W.C.1, from whom 
further particulars may be obtained. 


Hospital Services : Senior Appointments 


BROMPTON HOSPITAL, 8.W.3. The Board of Governors 
invites applications for the appointment of CONSULTANT 
RADIOLOGIST (diagnostic) tenable, in the first instance, at 
Brompton Hospital. Applicants must hold a Diploma in 
Diagnostic Radiology. The duties involve 3 attendances weekly 
assessed as 2 notional half-days. 

Applications (12 copies), stating date of birth, qualifications 
and experience in full, with the names of 3 referees, should reach 
the undersigned not later than 4th February, 1956. 

KENNETH A. F. MILes, House Governor. 
CHARING CROSS HOSPITAL, W.C.2. Part-time 
CLINICAL ASSISTANT to the Cardiographic Department. 
Appointment under para 10 (b) of terms and conditions of service. 
3 sessions per week (Monday afternoon, Thursday morning, and 
a third by arrangement). Tenable from 22nd January, 1956, 
for 1 year in the first instance, subject to annual review. 

Applications, stating date of birth, qualifications and experi- 
ence, and the names of 3 referees, to reach the undersigned by 
16th January, 1956. FRANK Harr, Secretary to the Board. 
HAMMERSMITH, WEST LONDON AND ST. MARK’'S 
HOSPITALS BOARD OF GOVERNORS. Part-time CONSULTANT 
PATHOLOGIST required at St. Mark’s Hospital, City-road, 
E.C.1 (which specialises in diseases of the rectum and colon) for 
9 sessions per week. Experience in all branches of hospital 
pathology desirable. Post vacant 25th July, 1956. 

Applications, giving particulars of age, qualifications, and 
experience, together with names of 3 referees, to reach Secretary, 
Hammersmith, West London 








The Board of Governors, The ‘ 
and St. Mark’s Hospitals, Ducane-road, London, W.12, by 
25th February. 


a S COLLEGE HOSPITAL, Denmark-hill, London, 
S.E.5. Applications are invited for the post of Part- time CON- 
SU LTANT in Radiotherapy for 3 sessions per week, tenable from 
Ist April, 1956. 
Applications (12 copies), giving details of age, qualifications 
and experience, and with the names of 3 referees, should be sent 


to the undersigned not late A than lith February, 1956. 
W. BARNES, House Governor. 
ROYAL MASONIC HOSPITAL Ravenscourt Park, 


London, W.6. Applications are invited for the appointment 
of CONSULTANT ANA®STHETIST at the above Hospital as 
from ist April, 1956, for sessions on Monday afternoons and 
Wednesday mornings. 

Applications, giving detailed information and the names and 
addresses of 3 referees, should reach the undersigned (from whom 
further information may be obtained) on or before 31st January, 


1956. R. FE. LAwson, Secretary and House Governor. 
ST. THOMAS'S HOSPITAL, London, 8.E.1. Physician 
to the Radiotherapy Department. Consultant status with 


Membership of the Medical Committee. Whole-time. 

Applications (12 copies), naming 3 referees, to the Clerk of 

the Gevernors by 4th February, 1956. 
CROWTHORNE, BERKSHIRE. BROADMOOR INSTI- 
TUTION. (920 Be ds for persons of weeeend mind of criminal 
tendencies.) Whole-time CONSULTANT. Wide experience in 
psychiatry and the D.P.M. necessary. Dutice may involve 
attendance at outpatient clinics. House available. 

Applications, naming 3 referees, to Medical Superintendent 

by 28th January, 1956. Candidates may visit Institution by 
appointment. 
ISLE OF MAN NATIONAL HEALTH SERVICE. “Ap pli- 
cations are invited for the part-time post of VISITING ¢ EON. 
SULTANT OPHTHALMOLOGIST. The post involves 
regular fortnightly visits to the Isle of Man and the provision 
of services for 4 notional half-days at each visit. A further 
notional half-day is added in respect of time spent in travelling 
between the United Kingdom and the Isle of Man for each visit. 
Travelling expenses and subsistence allowances in accordance 
with an approved scale are paid by the Board. Remuneration 
and conditions of service, including superannuation, under the 
Isle of Man scheme are essentially the same as those for similar 
posts in the United Kingdom. 

Application should be made on a form obtainable, with any 
further information desired, from the undersigned, to whom 
completed forms should be returned not later than 4th February, 
1956. Canvassing will disqualify. 

G. 8S. Forster, Secretary, 
Isle of Man Health Services Board. 
3, Harris-terrace, Douglas, Isle of Man. 


NEWCASTLE REGIONAL HOSPITAL BOARD. St. 
LUKE'S HOSPITAL, MIDDLESBROUGH. (546 Beds.) CONSULTANT 
PSYCHIATRIST (whole-time or maximum part-time). The 
major portion of the successful candidate’s time will be devoted 
to child guidance work. An active children’s Outpatient Depart- 
ment exists and a 16-Bed Unit is being added. Further particu- 


lars from Regional Psychiatrist. 
Applications, with names and addresses of 3 referees, to 
Regional Psychiatrist, Newcastle Regional Hospital Board, 


Walker Gate Hospital, Benfield-road, Newcastle upon Tyne, 6, 


within 28 days. 


52 





NEWCASTLE REGIONAL HOSPITAL BOARD. Sunder- 
LAND AREA HOSPITAL a COMMITTEE. (Main geriatric 
beds : Sunderland General 270; Ryhope General 96; Lee- 
holme 171.) ASSISTANT PHYSIC IAN (geriatrics), "Senior 
Hospital Medica] Officer status, whole-time or part-time for 
— of 9 notional half-days per week. Higher qualification 
esirable 

Applications, with names and addresses of 3 referees, to 

Senior Administrative Medical Officer, Newcastle Regional 
Hospital Board, Walker Gate Hospital, Benfield-road, Newcastle 
upon Tyne, 6, within 28 days. 
LANCASTER MOOR HOSPITAL, Lancaster. Vacancy 
exists for Locum ASSISTANT Psyc HIATRIST (Senior Hos- 
pital Medical Officer grade). Salary according to national 
scale. Accommodation available for single person. Hospital 
is large mental hospital serving North Lancashire and part of 
Lake District. 

Apply to Medical Superintendent. _ 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of Part-time CONSULTANT 
DENTAL SURGEON, giving a total of 4 notional half-days 
per week at Walton (1), Broadgreen (1), Winwick (1), and 
Aintree and Fazakerley (1) Hospitals. The duties at Broadgreen 
Hospital will be in connection with the Regional Facio-maxillary 
Unit, and candidates should have had considerable experience in 
this type of work. 

Forms of application from, and to be returned to, Dr. T. Lloyd 


Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 28th January, 1956. 


VINCENT COLLINGE, Secretary to the Board. 
LEEDS REGIONAL HOSPITAL BOARD. 

Part-time PSYCHIATRIC CONSULTANT in Psychotherapy 
for duties amounting to 4 sessions per week on behalf of the 
Regional Hospital Board at St. James’s Hospital, Leeds, Bradford 
Royal Infirmary, Scalebor Park Hospital and Menston Hospital. 
The successful candidate will also be eligible for appointment as 
part-time Lecturer at The University of Leeds and in addition 
will be required to accept a contract with the Prison Commis- 
sioners for duties at Wakefield Prison. Candidates must hold 
the D.P.M. and have had special training in psychotherapy. 
Further details of the terms and conditions of the appointment 
will be provided on application. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) for duties at Storthes Hall Hospital, 
Kirkburton, near Huddersfield (2500 Beds), and associated 
clinics at Huddersfield, Halifax and Dewsbury. Applicants 
should hold the D.P.M., or other equivalent qualifications. 
Resident or non-resident. A large modern unfurnished flat is 
availabie if required and accommodation is also available for a 
single person. 

Whole-time ASSISTANT RADIOTHERAPIST (Senior Hos- 
pital Medical Officer scale) in the Regional Radiotherapy Service 
for duties mainly at the Hull Centre under the supervision of 
the local and visiting Consultants. The Centre has approximately 
1200 new cases annually, is equipped for deep and superficial 
X-ray therapy and radium treatment and is functionally asso- 
ciated with the. Centre at the General Infirmary at Leeds. The 
person appointed to reside in Hull. 

Whole-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer scale) for duties at The Royal Eye 
and Ear Hospital, Bradford, and at the Bradford, Dewsbury, 
and West Riding County Council School Clinics. The person 
appointed to reside in Bradford. 

Applications (12 copies), stating age, qualifications and details 
of appointments held showing dates, with names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, by 
28th January, 1956. 

LEEDS REGIONAL HOSPITAL BOARD. 

Part-time Locum CONSULTANT RADIOLOGIST (9 sessions) 
for duties at Hospitals in the Bradford A Group. Appointment 
will be for a minimum period of 15 months. 

Part-time Locum CONSULTANT PSYCHIATRIST (4 sessions 
per week) with special experience in child psychiatry. Duties 
in association with the Bradford Corporation at the Child 
Guidance Clinic in Bradford. The appointment will be for a 
period of 3 months in the first instance but may be renewable 
after the expiration of that time at 3-monthly intervals for a 
period of 1 year or more. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, with the names and addresses of 
3 referees, to the Secretary, Park-parade, Harrogate, not later 
than 18th January, 1956. 


OXFORD REGIONAL HOSPITAL BOARD. Assistant 
PHYSICIAN (geriatrics) Senior Hospital Medical Officer grade, 
whole-time, to work under the supervision of the Consultant 
Physician (geriatrics) in the Buckinghamshire area. Duties at 
Amersham General Hospital (102 chronic sick beds) also at High 
Wycombe (33 Beds) and Aylesbury (79 Beds). Candidates should 
have good experience in general medicine as well as a special 
interest in geriatrics. A higher qualification would be an 
advantage. Post available 8th April, 1956. 

Further information from the Secretary, Oxford Regional 

Hospital Board, 43, Banbury-road, Oxford, to whom applica- 
tions (12 copies), stating age, qualifications, &c., and names of 
3 referees, should be sent by 31st January, 1956. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT ANASSTHETIST for the Sheffield 
No. 1 Hospital Management Committee Group with duties 
mainly at the City General Hospital, Sheffield. This Hospital 
has teaching affiliations with the University of Sheffield. There 
are Professorial Medical and Gynecological Units, a Department 
of Thoracic Surgery and a Regional Cardiological Centre. 

Further details and application forms from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
_ Sheffield. Forms to be returned by 4th February, 

56. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS 
AND MANCHESTER REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of CONSULTANT NEUROSURGEON, 
to commence as soon as possible, for 9 sessions a week (8 at 
Manchester Royal Infirmary and 1 at Parkside (Mental) Hos- 
pital, Macclesfield). Candidates must possess a higher qualifica- 
tion in surgery. 

Applications (12 copies), together with the names of 3 referees, 
should be sent to the undersigned not later than 28th January, 
1956. F. J. CABLE, Secretary to the Board of Governors. 

United Manchester Hospitals, Manchester Royal 

Infirmary, Manchester, 13. 
NEW ZEALAND. THE OTAGO HOSPITAL BOARD. 
UNIVERSITY OF OTAGO, NEW ZEALAND. JUNIOR SPECIALIST 
AN AXSTHETIST—Dunedin Hospital—LECTURER IN 
ANASTHETICS—Otago Medical School. 

Applications are invited for the above position from those 
who hold a Degree in Medicine of an approved University. 
The position is full-time and private practice is not permitted. 
The position is designated as that of Junior Specialist under 
the Hospital Employment (Medical Officers) Regulations ; 
salary scale £1290-£1590, plus general wage increase, by annual 
increments of £50. Commencing salary according to qualifica- 
tions and experience. Duties will include the practical teaching 
of anrsthetics to medical and dental students. The position 
is non-resident. 

Applications for the position should be made on the prescribed 
form obtainable from the Office of the High Commissioner for 
New Zealand, 415, Strand, ieee. or from THE LANCET Office, 
Fs Adam-street, Adelphi, London, W.C.2, who will supply 
further information and conditions of appointment. Applica- 
tions should be in the hands of the undersigned not later than 
10 a.M. on Monday, 23rd January, 1956. 

A. WILLIAMSON, Secretary. 

P.O. Box 946, Dunedin, New Zealand. 

SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. UNIVERSITY OF CAPE TOWN : 
Joint Medical Staff for Groote Schuur and other Teaching 
Hospitals. Vacancies. 

Applications are invited from registered medical practitioners 
(egistered specialists) for appointment to the following vacant 
posts at the Groote Schuur Hospital, Observatory, Cape 
Town : 

DEPARTMENT OF RADIOTHERAPY 
MEDICAL PRACTITIONER (Grade E) with | salary 
£1800 p.a. (fixed). 
MEDICAL ? R. ACTITIONER (Grade D) with salary 
£1680 p.a. (fixed). 

In addition to the basic salary, a cost-of-living allowance 
at rates prescribed from time to time by the Administrator 
is payable to whole-time officials, at present amounting to 
£234 for a married man and nil for a single person. 

The conditions of service are governed by the relevant 
Ordinances and Regunens as well as the agreement entered 
into between the Cape Provincial Administration and the 
University of Cane Town. 

The Joint Medical Staff is required to serve jointly the 
Provincial Administration and the University of Cape Town. 

QUALIFICATIONS 

Grade E: Wust have not less than 3 years experience after 
registration as a Specialist in Radiotherapy. 

Grade D;: Must be registered as a Specialist in Radiotherapy. 

The successful applicants will be required to submit satis- 
factory birth and health certificates and their appointment 
will be subject to the following conditions :- 

(i) Appointment will be on contract for 5 years in the case 
of a citizen of a Commonwealth country or the Republic 
of Ireland and 6 years in the case of a citizen of European 
countries other than the United Kingdom and the 
Republic of Ireland. 

(ii) Transport expenses (third class by rail overseas and 
second or cabin class steamship fare and first class by 
rail in the Union) necessarily, incurred by the successful 
applicant and his family, if any, from place of residence 
to the place of employment in the province will be 
defrayed by the Administration provided that, if the 
contract is broken within 1 year of the date of assumption 
of duty the person appointed must refund to the 
Administration the full amount paid in respect of trans- 
port expenses and if the contract is broken within 5 

ears of the date of assumption of duty in the case of a 

ymmonwealth citizen and 6 years in the case of a 
citizen of another European country, the person appointed 
shall refund to the Administration the pro rata share 
of the full amount above referred to in respect of the 
unexpired period. 

(tii) The persons so appointed will be offered permanent 
appointments during the term of contract but not earlier 
than 3 years or with effect from the conclusion of the 
contract, provided they have passed an examination 
in Afrikaans as second language, which examination 
shall not be lower than the standard required for the 
Junior Certificate Examination of the Department of 
Education of the Cape Province and provided further 
that their services and conduct during the period of 
contract are satisfactory and their state of health is such 
as will enable them to continue to discharge efficient] 
all the duties of the posts in which they will be employ — i 

Application must be made in duplicate on the prescribed 
form, Staff 23, which is obtainable from the Staff Clerk, Room 
309, South Africa House, Trafalgar-square, London, w.c.2. 

The completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, 
South Africa, and must reach him not later than 3lst 
January, 1956. 

Candidates must state the earliest date on which they can 
assume duty. 








MANCHESTER. UNITED MANCHESTER ang om | 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invi 
for the post of Full-time SENIOR HOSPITAL MEDICAL 
OFFICER (non-resident). Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications to be made on forms obtainable from the under- 
signed as soon as possible. 

. CABLE, Secretary to the Board of Governors. 


Hospital Services : Junior Appointments 


ANNIE McCALL MATERNITY HOSPITAL, Jeffreys- 

road, S.W.4. Applications are invited from registered Women 
medical practitioners for the post of RESIDENT OBSTETRIC 
HOUSE SURGEON. Post recognised for the D.Obst.R.C.0.G. 
Appointment is for a period of 6 months, vacant Ist February, 
956. 

Applications, stating age, qualifications with dates and 

nationality, accompanied by copies of 3 recent testimonials, 
should be sent to the Secretary, Annie McCall Maternity Hospital, 
as soon as possible. 
BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. (Acute General—320 Beds.) Applications are 
invited for the posts of 2 HOUSE PHYSICIANS (recognised 
pre-registration posts). 

Applications, stating age, qualifications, gy and 

experience, with copies of 2 recent testimonials, to Hospita} 
Secretary, as soon as possible. — ‘ 
BROOK GENERAL HOSPITAL, Shooters Hill-road, 
Woolwich, 8.E.18. SENIOK HOUSE OFFICER (Infectious 
Diseases Unit), vacant Ist February. This unit provides excellent 
experience and is one of the Regional Centres for the treatment 
of bulbar poliomyelitis. 6 months appointment and may be 
renewed for further period. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

S.E.18. ; 
CITY OF LONDON MATERNITY HOSPITAL, Haniey- 
road, London, N.4. OBSTETRIC HOUSE SURGEONS (2). 
Recognised for M.R.C.0.G. Vacant 3lst January and 15th 
February. 

Application forms obtainable from, and returnable to, Hospital 

Secretary by 18th January. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Won.en 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.O.G.). Duties to 
commence Ist March, 1956. Appointment for 6 months. Salary 
in pen than with Ministry of. Health scale for House Officers 

Applications, with copies of 3 recent testinionials, to be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by lith January, 1956. 

GERMAN HOSPITAL, Londo (General—157 
Beds.) Pre-registration HOUSE. ‘PHY FSICLAN post now 
vacant. 

Apply, with copy testimonials, to Group Secretary, Hackney 

Hospital, London, E.9, quoting GH/PHP. 
HACKNEY GROUP HOSPITAL MANAGEMENT COM- 
MITTEF. Applications are invited for the 12 meses appointment 
of RESIDENT SENIOR HOUSE OFFICER (anesthetics) 
now vacant. Duties shared between German Hospital (General— 
157 Beds) and the Mothers’ Hospital (Salvation Army) 
(Maternity—110 Beds) with residence at German Hospital. 
The post offers experience in general surgical anesthesia in the 
Group, and facilities are provided to study for higher examina- 
tions. 

Apply, with testimonials, to Group poccotery. Hackney 
Hospital, London, E.9, quoting GMH/SHO 
HACKNEY HOSPITAL, London, E.9. ~ (General—841 
Beds.) Applications for the 6 months appointment of Pre- 
registration HOUSE SURGEON. (post vacant Ist February ; 
recognised for F.R.C.S.) should reach Secretary at above 
address by 18th January, quoting HH/PHS. 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
OBSTETRICS AND GYNASCOLOGY, Ducane-road, London, W.12. 
HOUSE OFFICER (gy nuecology ) required Ist March. Post 
recognised for M.R.C. 

Applications, pm ay ‘age, qualifications, experience, copies 
of 2 recent testimonials, to Secretary, Board of Governors, by 
14th January. en 
HOSPITAL FOR WOMEN, Sohv-square, W.1. (Affiliated 
to the a Hospital.) ‘applications are invited for a full- 
time post of RESIDENT SENIOR GYNACCOLOGICAL 
HOUSE OFFICER vacant on Ist April, 1956. Appointment 
is for 6 manths but the holder can apply for ap extension of 
6 months. Salary in accordance with the terms laid down for 
medical and dental staffs, less a deduction of £125 p.a. for 
residential emoluments. The appointment is recognised for the 
M.R.C.0.G. examination. 

Applications, stating age, nationality, qualifications and 
expe rience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than Monday, 16th 
January. D. C. EMERY. Secretary. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR to the Department of 
Anesthetics. The post becomes vacant in March, 1956. D.A 
or D.A. standard an advantage. 

Applications (12 copies), giving the names and addresses 
of 3 referees. should be received by the undersigned by 26th 
January, 1956 H. BRIERLEY, House Governor. 
LONDON JEWISH HOSPITAL, Stepney Green, London, 
E.1. (130 Beds.) HOUSE PHYSICIAN (pre- or post-registra- 
tion) required for 6 months commencing 20th January, 1956. 

Applications, with copies of testimonials, to be sent 
Hospital Secretary. 
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LONDON CHEST HOSPITAL. Hospitals for Diseases 
oF THE CHEST. RESIDENT HOUSE SURGEON required at 
the Hospital’s Country Branch, near Hitchin and Letchworth, 
Herts The post is graded as Senior House Officer and the 
appointment, which provides excellent opportunities for experi- 
ence in thoracic surgery, is for 6 months. 

Applications from registered medical practitioners, stating age, 
qualifications with dates, and previous appointments held, with 
copies of 3 testimonials, to be forwarded at once to 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2 
LANGTHORNE HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited for the post 
of HOUSE OFFICER in the Group Geriatric Unit at above 
Hospital, vacant mid-February, 1956. The post offers excellent 
scope for persons interested in this specialty as the most modern 
methods of geriatric treatment are employed, supervise d by a 
Consultant Geriatrician, with full consultant services in other 
branches. 

Application forms from the Senior Medical Officer, Langthorne 
Hospital, London, E.11, to be returned by not later than 16th 
CS eee eee 
MARIE CURIE HOSPITAL, 66, Fitzjonn’ s-avenue, 
Hampstead, N.W.3. Applications are invited from registered 
medical practitioners for the post of GYNA®SCOLOGICAL 
HOUSE SURGEON (radiotherapy), vacant immediately. 

Applications, with copies of testimonials, to the Adminis- 

trative Officer. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, S.E.18. 
PAZDIATRIC HOUSE PHYSICIAN (recognised for D.C.H.), 
vacant end of February. Not pre-registration. The post entails 
routine ward and outpatient work as well as experience with 
neo-nates and includes general and —— duties. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
8.E.18. 

MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE SURGEON (pre- or post-registration), post vacant 
6th February, 1956. Post recognised by Royal College of Surgeons, 

Application forms obtainable from P hysician- Superintendent, 
to be returned by 13th January, 1956, with copies of not more 
than 3 testimonials. pe Pe ; 
MOORFIELDS, WESTMINSTER ANO CENTRAL rity 
HOSPITAL (MOORFIELDS BRANCH), City-road, London, E.C. 
Applications are invited for the appointment of a REGIST RAK 
in Anesthetics, non-resident, full-time. The appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs, and will be for 1 year in the 
first instance. 

Applications should be made on the appropriate form which 
can be obtained from the undersigned to a, they should be 
returned not later than = January, 1956. 

J. M. TARRANT, House Governor. 

MOTHERS’ HOSPITAL (Salvation Army), London, E.5. 
(Maternity—110 Beds.) Applications for the 6 months appoint- 
ment of RESIDENT OBSTETRIC HOUSE SURGEON 
(registered) (post vacant Ist February; recognised for 
M.R.C.O.G.) should be sent to Group Secretary, Hackney 
Hospital, London, E.9, quoting MH/Hs. 

PLAISTOW HOSPITAL, Samson-street, London, E.13. 
Applications are invited for appointment of SENIOR HOUSE 
OFFICER (resident) to the Chest Unit and Infectious Diseases 
Unit at the above Hospital for 12 months. Previous experience 
in diseases of the chest is desirable. Excellent experience is 
afforded in the investigation of chest and infectious diseases 
cases and there are good facilities for postgraduate study for the 
M.R.C.P. examination. 

Applications, with copies of recent testimonials, to M. J. 
HUNTLEY, Group Secretary, West Ham Group Hospital Manage- 
ment Committee, Stratford, London, E.15, by 1&th January, 
1956 
PRINCESS BEATRICE HOSPITAL, Earis Court, S.W.5. 
Applications are invited from re gistered medical practitioners 
for the post of HOUSE PHYSICIAN for 6 months. Vacancy 
from Ist February, 1956. 

Applications, stating age, qualifications, and with not more 
than 3 testimonials, to House Governor, not later than 19th 
January, 1956. 

PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 

(248 Beds.) Applications are invited from registered medical 
neas titioners for the ome nt of SENIOR HOUSE OFFICER 
RESIDENT AN-AXSTHETIST, for a period rs . months, vacant 
ist February, A: 56. Post recognised for F.F. To: 

Application form from Secretary, Totte He Grouse Hospital 

Management Committee (Group 4), to be returned by 18th 
January, 1956. 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 
Brockley Hill, STANMORE, MIDDLESEX. Applications are invited 
for the post of Locum RESIDENT ANESTHETIC REGISTRAR 
from 17th March to 17th June, 1956. The Hospital is recognised 
for the D.A,. 

Applications, with names of 3 referees, to be submitted not 

later than lith February, 1956, to the House Governor, 234, 
Great Portland-sireet, London, W.1. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applica- 
tions are invited for the post of REGISTRAR in the Dental 
Department. Duties include every branch of dental and oral 
surgery, including orthodontics and prosthetics. * Applicants 
should if possible hold a higher dental qualification, or else a 
medical qualification in addition to a dental one. The appoint- 
ment is for 2 years, subject to annual re-election, and the 
remuneration will be in accordance with the Ministry of Health 
seale for Registrars. 

Applications, with names of 3 referees, should be submitted to 
the undersigned within 14 days from the appearance of this 
advertisement. 

Cc. C, Carnus-WILson, Clerk to the Governors. 
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QUEEN ELIZABETH HOSPITAL FOR CHILDREN 

MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 

and BANSTEAD WOOD, SURREY. HOUSE OFFICER. Appoint- 

ment will be made for 2 consecutive periods of 6 months, com- 

mencing at Hackney -road Ist March, 1956. First period as 

ane Physician and second as House Surgeon and Casualty 
cer. 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 18th January, 1956. 

ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of Part-time 
CLINICAL ASSISTANT to the Department of Physical Medi- 
cine at above Hospital for 4 notional half-days per week ; 

graded Registrar. The appointment is for a first period of 6 
months as from a date to be arranged. 

Applications, stating nationality, date of birth, permanent 

address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, by 25th January, 1956. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
from Pra Tat re gistered practitioners for the post of 
RESIDENT ANAESTHETIST. The appointment is for a first 
period of 6 months as from a date to be arranged ; remuneration 
to be at House Officer rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpbi!TcH, House Governor, not later than 25th January, 1956. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(581 Beds.) Applications are invited to fill the post of 
CASUALTY OFFICER (Senior House Officer), resident on 
duty. Recognised for F.R.C.S. 

Applications, stating age, experience, qualifications, together 

with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary immediately. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(581 Beds.) Applications are invited for the post of Whole- 
time REGISTRAR in Anesthetics (non-resident). Recognised 
for D.A. A General Hospital with Departments of General, 
Orthopedic, Thoracic and Plastic Surgery. Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, 

Secretary to Committee, Paddington General Hospital, Harrow- 
road, W.9, by 23rd January. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications are invited for the post of HOUSE 
SURGEON (pre- or post-registration). Post vacant 24th Janu- 
ary, 1956. Tenable for 6 months. Salary, &c., in accordance 
with national scale. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
forwarded to the Medical Superintendent. 

ST. LEONARD’S HOSPITAL, Nuttali-street, London, N.1. 
(Acute General—182 Beds.) Applications are invited from 
registered or provisionally registered practitioners for the post 
of HOUSE SURGEON for 6 months commencing 3rd February, 

1956. 

Applications, with 2 recent testimonials, to be sent to the 

Hospital Secretary by 14th January, 1956. 
ST. NICHOLAS HOSPITAL, Tewson-road, Plumstead, 
8.E.18. SENIOR HOUSE Ho 6 we (anesthetics), vacant end 
of February. Recognised for F.F.A.R.C.S. and D.A. 6 months 
appointment and may then be rene = Salary £745, less £150 
p.a. for residence. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 


ST. NICHOLAS HOSPITAL, Plumstead, London, 8.E.18. 
HOUSE OFFICER (Casualty, Fracture and Orthopedic 
Departments), vacant 3rd February. Recognised for F.R.C.S. 
6 months resident appointment (not pre-registration). Salary 
£525 p.a., less £125 p.a. for residence. There is also a Senior 
House Officer in Casualty Department. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

8.E.18. 
ST. THOMAS'’S HOSPITAL, London, S.E.1. Research 
REGISTRAR to the Department of Psychological Medicine 
for a period of 1 year. Successful candidate to devote whole- 
time to clinical research in psychiatric treatment. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 2ist January, 1956. 
SOUTH EAST REGIONAL THORACIC SURGERY 
uniT. (50 Beds.) BROOK GENERAL HOSPITAL, Shooters Hill- 
road, 8.E.18. SENIOR HOUSE OFFICER, vacant early 
February. Recognised for F.R.C.S. 6 months appointment 
and may be renewed for a further pe riod. The Unit treats all 
types of chest diseases and offers opportunity for comprehensive 
training in thoracic surgery. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

S.E.18. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. RESIDENT SENIOR ANAESTHETICS REGISTRAR 
required from Ist March, 1956. Applicants should bold the 
Diploma in Anesthetics. 

Applications, with the names of eesisees, to the Administrator 
and Secretary by 2Iist January, 1956 
WHITTINGTON HOSPITAL, N.19. Applications are 
invited for the position of SENIOR HOUSE OFFICER (anms- 
thetics) vacant 4th February, 1956. Post recognised for F.F.A. 
R.C.S. and D.A. 

Application forms obtainable from the Group Secretary, 
46, Cholmeley-park, London, N.6 (ARChway 3070 ext. 24). 
and returnable to the Medical Superintendent, Whittington 
Hospital, St. Mary’s Wing, N.19, within 10 days. 
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THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 6th April, 
1956, for a RESIDENT DENTAL HOUSE SURGEON (Senior 
House Officer). The post is recognised for the Fellowship in 
Dental Surgery, Royal College of Surgeons. Experience is given 
in both oral surgery and also orthodontics. 

Further particulars and form of application, which must be 
returned not later than 6th February, 1956, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies for the following 
Senior House Officers on 15th April, 1956:— 

2 HOUSE PHYSICIANS. 

1 HOUSE SURGEON. 

Further particulars and form of application, which must be 
returned not later than Monday, 6th February, 1956, are obtain- 
able from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
ear are invited for the post of RESIDENT AN4S- 

(graded Senior House Officer). Salary £745 p.a. 
less £150 p.a. for board, lodging, &c. Recognised for the 
F.F.A.R.C.S. and D.A. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be sent 
immediately to the Secre con we Management Committee. 
Forest Group, Langthorne- road, 1 





WESTMINSTER HOSPITAL, “St. John's-gardens, S.W 
Applications invited for post of SENIOR RESIDENT AND 
CASUALTY OFFICER (Male), Registrar grade, for 1 year in 
—_ instance to start as soon as possible. Board-residence 
£218 p.a. 

Applications (8 copies), with names of 2 referees, to House 
Governor by 21st January. 

WEST LONDON HOSPITAL, Hammersmith-road, W.6. 

RESIDENT HOUSE SU RGEON (general and orthopeedics) 
required Ist March. Pre-registration candidates considered. 

RESIDENT —— HOUSE OFFICER (anesthetics) 
rec ae ist 

ICAL ASSIST ANT (anesthetics) required for 2 sessions 
per poms commencing immediately. Salary at the rate of 
£350 p.a. Possession of D.A. desira ie. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 16th January. 
ABERGAVENNY. GROUP MEDICAL UNIT, NEVILL 
HALL HOSPITAL. (36 Beds.) NORTH MONMOUTHSHIRE HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (resident) at the above, fully 
equipped, Medical Unit. The Medical Registrar is also resident. 
The post becomes vacant on Ist February, 1956. 

Applications, together with 2 testimonials and details of 
medical career, should be sent to the Group Secretary, North 
Monmouthshire Hospital Management Committee, Administra- 
tive Offices, Nevill Hall Hospital, Abergavenny, Mon., by 
18th January, 1956. : dues : Se aE re 
ACCRINGTON. VICTORIA HOSPITAL. (114 acute 
beds.) HOUSE SURGEON required 9th February, 1956, for 
above Hospital. Recognised for pre-registration and F.R.C.S. 

Applications to Secretary, Blackburn and District Hospital 

Management Committee, Hospital Management Committee 
Office, Royal Infirmary, Blackburn, Lancs. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. SENIOR HOUSE OFFICER in the Rheuma- 
tism Research Centre with additional duties in the Area 
Department of Medicine. 

Applicatiens, with names of 2 referees, to the Administrative 

fficer. 

AYLESBURY, BUCKINGHAMSHIRE. TINDAL GEN- 
ERAL HOSPITAL. (260 Beds.) HOUSE SURGEON (Male or 
Female). Pre-registration post but registered practitioners 
invited to apply. The post offers wide experience of general 
surgery with operative practice; recognised for F.R.C.S. Vacant 
18th January, 1956. The acute Surgical Unit consists of 95 Beds. 
No casualty department. 

Please apply, with copies of 2 testimonials, to the Adminis- 

trative Officer as soon as possible. 
ABERYSTWYTH GENERAL HOSPITAL. Mid-Wales 
HOSPITAL MANAGEMENT COMMITTE Applications are invited 
for the post of SENIOR HOU SE OFFICER at the above 
Hospital. Post recognised for F.R.C.S. Vacant on 31st January, 
1956. The post is resident. 

Apatientions, stating age, nationality, qualifications, and 
experience, accompanied by copies of 2 recent testimonials, 
should be sent to the Group Secretary, “ Orlandon, ** 31, North- 
parade, Aberystwyth, within 14 days from the publication of 
this advertisement. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. 

SENIOR HOUSE OFFICER (general surgery) required at 

AS > — r-Lyne General Hospital, vacant 27th January. 
OUSE SURGEONS required at Ashton-under-Lyne 

Ge ne L. Hospital. Preference given to pre-registration applicants. 

Recognised for F.R.C.S8. (Eng.). Vacant mid-February. 

Applications, with copies of 2 testimonials, to Group Secretary, 
General Hospital, Ashton-under-Lyne, Lancs. 


BIRMINGHAM (near). MARSTON GREEN MATERN- 
ITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMINGHAM. 
RESIDENT SENIOR HOUSE OFFICER in Peediatrics required 
on Ist February, 1956, for 6 months or 1 year. (The latter to 
be recognised for D.C.H.) Duties in Premature Baby Unit 
(12 Cots) under direction of Dr. V. Mary Crosse ; in Neonatal 
Department at above Hospital (121 Beds); and in Neonatal 
and Children’s Department at neighbouring hospitals. Previous 
peediatric or obstetric experience desirable 
Detailed applications to Hospital Secretary. 





BIRMINGHAM (near). MARSTON GREEN MATERN- 
ITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMINGHAM. 
HOUSE SURGEON (obstetrics) required from Ist March, 1956. 
121 obstetric and 10 gynecological beds. Recognised for 
Diploma and Obstetric part of Membership of Royal College of 
Obstetricians and Gynecologists. Premature Baby Unit. 
Hospital affiliated to Birmingham Medical School for training of 
students. 

Detailed applications, with copies of 3 recent testimonials, to 

Hospital Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT OBSTETRIC HOUSE SURGEON vacant Ist 
March, 1956. Fir. , nt is recognised for the M.R.C.O.G. 
and D.Obst.R.C. 

Application oa ‘obtainable from the House Governor, The 
Birmingham and Midland Hospitals for Women, Showell Green- 
lane, Sparkhill, Birmingham, 11, to be returned not later than 
18th January, 1956. G. A. PHALP, Secretary. 
gay eee nm THE UNITED BIRMINGHAM HOS- 

TALS. Applications are invited for the post of RESIDENT 
OBSTETRIC AND GYNAZCOLOGICAL REGISTRAR for 
duties at the Queen Elizabeth Hospital and The Birmingham 
and Midland Hospital for Women (Professorial Unit) to com- 
mence immediately. 

Forms of application with details of appointment may be 
obtained from, and should be returned not later than 31st 
January, 1956, to, the House Governor, Birmingham and 
Midland Hospitals for Women, cee ae: lane, Birmingham, 

EBA LG A. PHALP, Secretary. 
BIRMINGHAM: THE UNITED: BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Locum Tenens RESIDENT SURGICAL OFFICER 
(Registrar grade), required for period 20th February, 1956-— 
15th May, 1956. Salary £17 10s. per week. 

Apply immediately, in writing or in person, to the House 

Governor. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. Applications are invited for 
the appointment of SURGICAL REGISTRAR (non-resident), 
in the grade of Registrar, vacant 28th March 1956. Preference 
will be given to candidates holding a higher qualification. Resi- 
dence in the "ore will be required when the Resident Surgical 
Officer is absent 

Forms of application may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birming- 
ham, 16, and should be returned not later than 28th January, 
1956. G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM, 29. SELLY OAK HOSPITAL. (Equipped 
Beds—959.) HOUSE SURG EONS, available 14th January, 1956. 
Recognised for F.R.C.S. and Pre-registration Service. Appoint- 
ments tenable for 6 months. 

Apply Medical Superintendent, giving qualifications, age and 
experience, and enclosing copies of 3 testimonials. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Birm- 
INGHAM REGIONAL BLOOD TRANSFUSION SERVICE require 1 
Part-time Medical Practitioner undertaking 4 notional half-days 
weekly. Duties attending blood donor sessions in the Region. 
Remuneration £175 per session p.a. 

Applications (10 copies), naming 3 referees, to Secretary, 10, 
Augustus-road, Birmingham, 15, before 23rd January, 1956. 
Further information from Direc tor, Blood Transfusion Service 
Centre, 15, Ampton-road, Birmingham, 15. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (510 
Beds.) HOUSE SURGEON (pre-registration). Post vacant mid- 
January. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra- road, Barnstaple. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Pre- 
registration HOUSE SURGEON required immediately. 
The appointment offers exceptional opportunities for general 
experience in busy acute Surgical Unit. 

Detailed applications, with copies of 2 recent testimonials, 

to Group Secretary, Bedford Group Hospital Management 
Committee, 3, Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory with attendance at Branch Labora- 
tory, Driffield. Offers experience all branches of pathology. 
Salary £745. 

Detailed applications to Group Sécretary. 

BRIDGEND GENERAL HOSPITAL, Quarella-road, 
BRIDGEND. (400 Beds.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (E.N.T.). Appointment avail- 
able immediately. This Hospital is recognised for the major 
diplomas. 

Applications, naming 2 referees, to be addressed to the Group 

Secretary of the Committee, Mid Glamorgan Hospital Manage- 
ment Committee, 8, Wind-street, Neath. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited from registered medical practitioners for the appointment 
of CASUALTY/MEDICAL OFFICER (for casualty and general 
duties), vacant 30th January, 1956. House Officer grade. 

Applications, stating age, qualifications, and _ experience, 

together with copies of recent testimonials, should be sent to 
the Physician-Superintendent, Brighton Genera] Hospital, Elm- 
grove, Brighton, as soon as possible. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the position of HOUSE PHYSICIAN to the Geriatric 
Unit. This is a large unit with an active rehabilitation section, 
which provides excellent clinical facilities. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton, 7, by 12th January. 
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BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON (ortho- 
peedics). The post is recognised as a pre-registration appointment. 

Applications, stating age, qualifications, and experience, 

together with copies of recent testimonials, should be sent to 
the Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton, as soon as possible. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (anesthetics) 
required immediately, for duties throughout Group, mainly at 
Royal Infirmary, Blackburn. Residence at Queen’s Park 
Hospital, Blackburn. Post recognised for D.A. and F.F.A. 
R.C.S. 

Apply to Secretary of Committee, Hospital Management 
Committee Office, Roya) Infirmary, Blackburn, giving names of 
2 referees. 

BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts which fall vacant in January, 1956 :— 

Victoria Hospital, Accrington (112 acute beds) 

HOUSE PHYSICIAN. 

Queen's Park Hospital, Blackburn (644 general beds) 

HOUSE PHYSICIAN. 

Royal Infirmary, Blackburn 

HOUSE SURGEON. 

All posts recognised for pre-registration purposes. 
Surgeon post recognised for F.R.C.S. 

Apply to Secretary, Hospital Management Committee Office, 

Royal! Infirmary, Blackburn. 
BLACKPOOL. VICTORIA HOSPITAL. (348 Beds.) 
HOUSE OFFICER (surgical). Pre-registration post recognised 
for F.R.C.S. Modern well-equipped hospital with excellent 
facilities for gaining experience. 

Applications, stating age, qualifications, experience, together 

with the names and addresses of 2 referees, should be sent to the 
Hospital Secretary. 
BLACKPOOL AND FYLDE HOSPITAL MANAGEMENT 
OOMMITTEE. ANASTHETIST (Junior Hospital Medical Officer 
grade) for duties at hospitals within the Group but main duties 
at the Victoria Huspital, Blackpool. New establishment includes 
2 Senior House Officer posts. Possession of the D.A. an advan- 
tage. Residence in Hospital optional. Tenure limited to period 
of 4 years but holder eligible for reappointment. 

Applications, giving details of age, qualifications and experi- 

ence, together with the names and addresses of 3 referees, should 
be addressed to the Group Secretary. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of REGISTRAR for the Chronie Sick in the Group. The person 
appointed will be resident at St. Leonard’s Hospital, Ringwood, 
where married accommodation could be made available. He 
will be required to visit other hospitals in the Group and make 
visits to patients” homes as required. 

Applications for forms of application should be made to the 

Group Secretary, Hospital Management Committee Office, Royal 
Victoria Hospital, Gloncester-road, Boscombe, within 7 days 
of the appearance of this advertisement. 
BRISTOL MENTAL HOSPITAL MANAGEMENT COM- 
MITTEE. BARROW AND FISHPONDS HOSPITALS. Applications 
invited from registered medical practitioners for appointment as 
SENIOR HOUSE OFFICER. Experience in general medicine 
or neurology an advantage. The Group includes Modern 
Admission Unita, Neurosis Centre, and Day Hospital, with 
Departments of Applied Psychology, Electro-encephalography, 
and Biochemical Research. The appointment offers oppor- 
tunities for experience in many aspects of acute and chronic 
psychiatric illness. 

Applications, giving details of experience, and names of 3 

referees, should be sent to Medical Superintendent, Barrow 
Hospital, Barrow Gurney, near Bristol. 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospital (571 Beds, including 133 maternity) RESIDENT 
SENIOR HOUSE OFFICER (urological surgery) for 12 months 
commencing Ist February, 1956. Post recognised for F.R.C.S. 
examination. 

Applications, on forms to be obtained from the Group Secre- 

tary, Southmead Hospital, Bristol, to be returned not later 
than 2ist January, 1956. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
OOMMITTEE. ROSSENDALE GENERAL HOSPITAL, RAWTENSTALL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in Surgery at the above Hospital. 

Apply, stating age, qualifications and experience, together 
with names of 2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lanes. 


(262 acute beds) 


House 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) GYNASCOLOGICAL HOUSE SURGEON 


required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C.0.G. 6 months 
appointment. Post now vacant. National Health Service 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 


CAMBRIDGE. FULBOURN HOSPITAL. Senior House 
OFFICER (resident or non-resident). Previous psychiatric 
experience not required. This Hospital of 953 Beds is linked 
with the Cambridge University Department of Psychology and 
Addenbrooke’s Hospital, and provides a basic psychiatric 
training leading to the D.P.M. 

Applications, stating age, qualifications and experience, with 
names of 2 referees, should be sent to— 

Dr. D. H. CLARK, Medical Superintendent. 


Fulbourn Hospital, near Cambridge. 
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CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Medical 
REGISTRAR (non-resident) for 1 year in the first instance, 
renewable for second year. 

Apply, with full particulars and names of 3 referees, to 
Secretary by 18th January. 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
OFFICER (E.N.T. Department) for 6 months from 25th 
February. Pre-registration (surgical) or post-registration 


applicants will be considered. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to the Secretary by 
2ist January, Interviews 2nd February. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Resident 
ANAESTHETIC SENIOR HOUSE OFFICER required Ist 
February for 1 year. Anzsthetic experience essential. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to the Secretary by 11th 
January. ; : 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 

(a) Royal Hamadryad General and Seamen’s Hospital, 
Hunter-street, Cardiff 

RESIDENT SENIOR HOUSE OFFICER (surgical) required. 
Post covers 44 Beds—genito-urinary, general surgery, and 
outpatients. Department under care of Consultants from 
United Cardiff Hospitals. 

(>) Sully Hospital, Sully, Penarth, 
Thoracic Centre (324 Beds) 

SENIOR HOUSE OFFICER (surgical) required as soon as 
possible. Experience available in investigation and treatment of 
all lung and heart diseases in adults and children. 

Form of application for each post, from Group Secretary, 

Cardiff Hospital Management Committee, 44, Cathedral-road, 
Cardiff. 
CARDIFF. PRINCE OF WALES ORTHOPADIC HOS- 
PITAL, RHYDLAFAR, CARDIFF. SENIOR HOUSE OFFICER 
required. Regional orthopedic centre for South Wales area of 
220 Beds increasing to 290 and branch of 70 Beds. Outpatients 
clinic in Cardiff. Single accommodation at hospital at 
Rhydlafar. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. The 
Board of Governors invites applications for the appointment of 
SENIOR HOUSE OFFICER (medical) at Llandough Hospital. 
The appointment falls vacant on Ist February, 1956. 

Application forms can be obtained from the Secretary, United 
Cardiff Hospitals, Cardiff Royal Infirmary, Newport-road, 
Cardiff. 

CARDIFF ISOLATION HOSPITAL. Senior House Officer 
(resident) required immediately at above Hospital. 

Form of application from Group Secretary, Cardiff Hospita) 
Management Committee, 44, Cathedral-road, Cardiff. 
CARLISLE. CUMBERLAND INFIRMARY. (338 Beds.) 
Applications are invited for the appointments of 2 HOUSE 
OFFICERS (general surgery) for the 6 months period com- 
mencing Ist February, 1956. The posts are recognised for pre- 
registration purposes and for the F.R.C.S. examination. 

Applications, stating age, giving details of education, training 

and experience, together with the names of 2 referees, should 
be sent to the Group Secretary, Cumberland Infirmary, Carlisle 
as soon as possible. 
CHELTENHAM GENERAL HOSPITAL. (226 Beds.) 
2 HOUSE SURGEONS (pre- or post-registration) required. 
Both posts recognised for the F.R.C.S. and giving a large and 
wide experience in general surgery, gynecology, orthopedics 
and genito-urinary surgery. Posts vacant now. 

Apply STANLEY T. Davis, Group Secretary. 

General Hospital, Sandford-road, Cheltenham. 
CHESTER-LE-STREET. GENERAL HOSPITAL. (204 
Beds.) HOUSE PHYSICIAN (general medicine). Approved 
pre-registration post. Post vacant Ist February, 1956. 

Apply, with names and addresses of 2 referees, to Group 

Secretary, Dryburn Hospital, Durham. 
CHESTERFIELD ROYAL HOSPITAL. Senior House 
OFFICER required at above Hospital for Accident and Ortho- 
peedic Department. Post recognised for F.R.C.S. training and 
offers valuable experience. National salary and conditions. * 

Apply M. H. Boone, Secretary, Chesterfield Hospital Manage- 
ment Committee. 

CHESTERFIELD ROYAL HOSPITAL. House Physician 
(Senior House Officer grade) required at above Hospital, 31st 
January, for 36-Bed Unit (shortly to be increased to 63 Beds). 
Post offers experience in acute general medicine, pediatrics, 
diabetics, and dermatology. National salary and conditions. * 

Apply M. H. Boones, Secretary, Chesterfield Hospital Manage- 
ment Committee. 

CHESTERFIELD ROYAL HOSPITAL. 
required immediately at above Hospital. 
Pre-registration Service and F.R.C.S. 
salary and conditions. 

Apply M. H. Boonr, Secretary. 
COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for :— 

Essex couety Hospital, Colchester (188 Beds) 

HOUSE OFFICER (surgical). 

HOUSE PHYSICIAN. 

First, second, third or pre-registration posts, tenable for 6 
months. 
Essex County Hospital (19 gynecological beds) 
Colchester Maternity Hospital (22 obstetric beds) 

HOUSE OFFICER (Male or Female), obstetric and gynzeco- 
logical. First, second, third or pre-registration post ; tenable 
for 6 months. 

Applications, with copies of 3 testimonials, to Group Secretary, 
14, Pope’s-lane, Colchester, Essex. 


near Glam, 


House Surgeon 
Post recognised for 
purposes. National 
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COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for :— 
— and District Hospital, Clacton-on-Sea (58 
) 
SENIOR HOUSE OFFICER (Resident Surgical Officer). 
Post tenable for 1 year. 

Applications, with copies of 3 testimonials, to Group Secretary, 
14, Pope’s-lane, Colchester, Essex. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 

Botley’s Park War Hospital). (430 Beds.) ORTHOPADIC 

HOUSE SURGEON required from Ist February, 1956. Senior 

House Officer or House Officer (Intern) grade. Post recognised 

for F.R.C.S. and Pre-registration Service. Preference given to 

provisionally r registered candidates. Salary in accordance with 
rms and conditions of National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CROYDON. MAYDAY HOSPITAL. (611 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. JUNIOR CAS- 
UALTY OFFICER (Senior House Officer grade). Applications 
are invited for post which is vacant on 27th January, 1956. 
Recognised for Final F.R.C.S. examination. Particularly good 
for gaining experience in orthopedics and fracture work. 

Application forms obtainable from GEORGE A. PAINES, 

Secretary, Hospital Management Committee, General Hospital, 
Croydon. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR (obstetrics and gynecology) for duties 
mainly at Mayday Hospital (80 obstetric and 47 gynecological 
beds) and St. Mary’s Maternity Hospital (33 obstetric beds). 
Post is resident and preference will be given to candidates holding 
M.R.C.0.G. Vacant Ist February, 1956. 

Application forms obtainable from GEORGE A. PAINES, Grou 
Secretary, Hospital Management Committee, General Hospital, 
London- road, Croydon, to be returned within 14 days. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ANASTHETIC REGISTRAR (whole-time) for Group 
duty. Post resident or non-resident. Duties mainly at Croydon 
General Hospital (200 Beds) and Mayday Hospital (611 Beds). 
Candidates must have experience in anresthetics and “3 
of D.A. an advantage. Both Hospitals recognised for F. 
R.C.S. and D.A. 

Application forms obtainable from GrorGE A. PAINES, Group 
Secretary, Hospital Management Committee, General Hospital. 
Croydon, to be returned within 14 days. 

CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. JUNIOR HOUSE OFFICER (midwifery ), 
now vacant. Appointment tenable for 6 months. Pre-registration 


St. 

Applications, stating age, nationality, experience and qualifica- 

tions, with names and addresses of 2 referees, to the Group 
Sec retary, Mid-Sussex Hospital Management Committee, 
at above address as soon as possible. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT HOUSE PHYSICIAN for above Hospital. Post 
vacant 10th February, 1956. 6 months appointment. Post is 
recognised for pre-registration purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medica] Director 
of Hospital by 14th January, 1956 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Mental Deficiency and Child Psychiatry, 
Little Plumstead (near Norwich) Mental Deficiency Group of 
hospitals and Child Psychiatry Service. The Group (1000 Beds) 
which is progressive and the centre for much outpatient work 
including child guidance clinics, is recognised as a training centre 
for the D.P.M. by the Conjoint Board for 1 year. Accommoda- 
tion available. 

Applications, stating age, experience, and names of 3 referees, 

te Secretary of Board, 117, Chesterton-road, Cambridge, by 
16t) January, 1956. Candidates invited to visit Hospital by 
direct arrangement with Medical Superintendent. 
EPSOM, SURREY. ST. EBBA’S HOSPITAL. St. Ebba’s 
AND BELMONT GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of REGISTRAR at above 
Hospital. The Hospital (865 Beds) is principally concerned with 
the treatment of voluntary cases of good prognosis and has over 
1300 admissions annually. There are full facilities for psycho- 
logical and physical investigations and all modern treatment 
methods are used. The Hospital has Outpatient Departments 
and a Special Unit for juvenile psychiatric cases. Tutorials are 
given by senier staff in preparation for the D.P.M. and arrange- 
ments can be made to attend London neurological clinics. Full 
residential amenities are available. Candidates may visit the 
Hospital by appointment with the Physician-Superintendent. 

Application forms may be obtained from the Group Secretary, 
St. Ebba’s and Belmont Group Hospital Management Com- 
mittee, Group Office, Belmont Hospital, Brighton-road, Sutton, 
Surrey, and completed forms should be returned to him within 
2 weeks of the appearance of this advertisement. 
DONCASTER. WESTERN HOSPITAL. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT MEDICAL OFFICER in the grade of 
Junior Hospital Medical Officer. 
® Applications, stating age, qualificetions and experience, 
together with copies of 3 recent testimonials, should be forwarded 
to the Secretary to the Committee, Doncaster Hospital Manage- 
ment Committee, Doncaster Royal Infirmary. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
PHYSICIAN (pre-registration), vacant 7th February, 1956. 

Apply, giving full particulars with copies of 2 testimonials, to 

Hospital Secretary. 








DERBY. DERBYSHIRE ROYAL INFIRMARY. Senior 
HOUSE OFFICER (anestheties), vacant immediately. Reoog- 
nised for D.A. 

Apply, stating full details with copies of 2 testimonials, to 
Hospital Secretary. nee 
DERBY. DERBYSHIRE ROYAL INFIRMARY. Ho 
SURGEON (pre-registration) or SENIOR HOUSE OFFICER 
for general surgery, vacant immediately. 

Apply, stating full details with 2 testimonials, to Hospital 
Secretary. 

DURHAM. DRYBURN HOSPITAL. (303 Beds.) House 
PHYSICIAN (general medicine). pane pre-registration 
post. Post vacant Ist February, 

Apply, with names and addresses of 2 referees, to Group 
Secretary, Dryburn Hospital, Durham. 

GLASGOW, 8.W.1. SOUTHERN GENERAL HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER required in 
Department of Anesthesia. Salary scale £775-£50-£1075 p.a. 

Applications, in writing, to the Group Medical Superintendent 
within 14 days of the appearance of this advertisement. " 
GLASGOW, N.1. STOBHILL GENERAL HOSPITAL. 
In the term beginning Ist February, 1956, vacancies for HOUSE 
OFFICERS (pre-registration) exist in the following Units : 
Dermatology, Gynecology, Acute Geriatrics. 

Applications, giving names of 2 referees, should be addressed 

to the Medical] Superintendent. 
GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds.) RESIDENT HOUSE PHYSICIAN (Senior House 
Officer or pre-registration es). General medical] and peediatric. 
Post vacant 3rd February, 1956. 

Applications, with full details and names of 2 referees, to 

Secretary, 101, Manthorpe-road, Grantham. 
GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
2 HOUSE PHYSICIANS (pre-registration or fully registered) 
required in February ; 1 for Scartho Road Infirmary and 1 for 
Grimsby General Hospital. Units of 51 and 56 Beds respectively. 
Medical Library and reading facilities available. 

Applications for either post, with names of 2 referees, to the 
Secretery, Grimsby General Hospital, Grimsby, Lincs. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) 2 HOUSE SURGEONS required. Pre-registration 
posts, vacant 12th January and 5th February, 1956. National 
scale of salary. 

Apply to Hospital Administrator. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WwesT 
HERTS HOSPITAL. CASUALTY OFFICER (Junior Hospital 
Medical Officer) required. 

Applications, stating 2 names for reference, should be sent to 
the Hospital Secretary. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WEST 
HERTS HOSPITAL. HOU SE SURGEON (pre-registration) 
required. 

Applications, giving full details and 2 names for reference, 

should be sent to the Hospital Secretary. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON (general—first. second, or 
third post). To commence as soon as_ possible. Pre- 
registration post. Recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Group Hospital 

peassenent Committee, Hertford County Hospital, Hertford, 
Terts. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appointment of HOUSE SURGEON (general, gynecology, and 
obstetrics), first or second post. Recognised under F.R.C.S. 
regulations, pre-registration post. Dutigs to commence as soon 
as possible. 

Applications to Group Secretary, Hertford Meats Manage- 
ment Committee, County Hospital, Hertford, Herts 
HITCHIN HOSPITALS, Hitchin, Hertfordshire. Resident 
CASUALTY: HOUSE OFFIC ER for duty with the Accident 
Service and as Orthopedic House Surgeon, required for 6 months 
in the first instance on Ist Pehruary, 1956. Recognised as 
pre-registration post and for F.R.C. 

Applications, stating age, nalenaitter qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent immediately to the Medical Administrator, Lister Hospital, 
Hitchin. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (Female) required to commence duty immediately. 
The post is recognised as a pre-registration appointment. Salary 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
2 HOUSE SURGEONS required to commence duties on 10th 
January, 1956. The posts are recognised as pre-registration 
appointments and for the F.R.C.S. Salary in accordance with 
national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as pessible. 

H. J. JOHNSON, Secretary to the Management Committee. 

Huddersfield Hospital Management Committee, 

The Royal Infirmary, Huddersfield. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE, 
2 HOUSE SURGEONS required for the above Hospital, 1 on 
25th January and 1 on 8th February, 1956. Both posts are for 
a 6 monthly term and both are recognised for the D.C.H. 
qualification. Salaries according to national scale. 

Send replies, with testimonials, to the Hospital Secretary. 
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IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON to the Fracture and Ortho- 
peedic Department, vacant on ist February, 1956. The post 
is graded Senior House Officer and is recognised for the F.R.C.S. 
examinations. The Department has 2 Consultants, about 60 
beds and a large outpatient attendance ; it offers wide experience. 

Applications. stating age, nationality and experience, together 
with copies of recent testimonials, to the Hospital Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required (whole-time). Candidates may visit 
Hospital by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, South West Middlesex Hospital Management Committee, 
West Middlesex Hospital, Isleworth, by 17th January, 1956. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER (pre-registration General Medical Unit), vacant 3rd 
February, 1956. Resident, full-time. 

Applications, stating age, nationality, qualifications obtained 
with copies of up to 2 recent testimonials, to Group Secretary, 
South West Middlesex Hospital Management Committee, West 
Middlesex Hospital, Isleworth, by 17th January, 1956. 
KETTERING GENERAL HOSPITAL, Northamptonshire. 
CASUALTY OFFICER (Senior House Officer). Recognised for 
F.R.C.8. The post becomes vacant on Ist March, 1956. It offers 
wide experience of all traumatic conditions, including fractures 
and some orthopedic cases, with charge of 30 beds. 

Applications, atcompanied by testimonials, to be sent to the 

Secretary at the above address. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
UPON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following Pre- 
registration posts which are available on Ist February, 1956. 

(1) In General Medicine. 

(2) In General Surgery. 

Applications, stating age, qualifications and expertence, 

together with 2 recent testimonials, should reach the Physician- 
Superintendent of the Hospital within 7 days. 
LEICESTER. MARKFIELD SANATORIUM. (163 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR or SENIOR HOUSE OFFICER (chest diseases) 
required. Duties will include attendance at Chest Clinics 
associated with Sanatorium under supervision of the Con- 
sultant. Minor thoracic procedures are carried out and the staff 
closely associated with the neighbouring major Thoracic Surgical 
Unit. Remuneration according to status. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 16th January, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LIVEHPUGCL. BOOTLE HOSPITAL. Applications are 
invited for the following surgical posts at this small but busy 
Hospital (119 Beds) :— 

SENIOR HOUSE SURGEON from Ist February, 1956. 

HOUSE SURGEON from 5th March, 1956. 

The latter is a recognised pre-registration post. 

Apply to Secretary, Walton Hospital, Liverpool, 9 
LOUTH, LINCOLNSHIRE. COUNTY INFIRMARY. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (orthopedic and casualty), now vacant at this 
General Hospital. 

Applications, giving full details, together with the names of 
2 referves, should be addressed to the Hospital Secretary. 
LOUTH, LINCOLNSHIRE. COUNTY INFIRMARY. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (medical), now vacant, at this busy general 
hospital. 

Applications, with full details, together with names of 2 
referees, should be addressed to the Hospita) Secretary. 


LLANDUDNO GENERAL HOSPITAL, Liandudno. Appli- 
cations are invited for HOUSE PHYSICIAN at above Hospital. 
Recognised as pre-registration appointment. The appointment 
is for a period of 6 months. Salary and conditions of service 
in accordance with those approved by the Minister of Health. 

Applications, stating age, nationality, experience and qualifica- 
tions, together with the names and addresses of 2 referees, to 
be forwarded to the Group Secretary, Caernarvon and Anglesey 
Hospital Management Committee, Plas Gwyn, Ffriddoedd- road, 
Bangor, within 10 days of appearance of this advertisement. 

LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anesthetics, general medicine 
general and orthopedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 
LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
General Medicine 

Huddersfield Group (50 general medical beds). 
Obstetrics and Gynecology 

Hull A Group (84 obstetric and 
Recognised for M.R.C.0.G. Resident. 
General Surgery 

Pontefract and Castleford Group (110 Beds). May include some 
duties in the Casualty Department. Married accommodation 
available. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, with names and addresses of 3 referees 
to the Secretary, Joint Registrars Committee, Park-parade, 





Registrar 


Non-resident. 


74 gynecological beds). 


Harrogate, not later than 12th January, 1956. 
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LEEDS REGIONAL HOSPITAL BOARD. Senior Regis- 
TRAR vacancies. 
Chest Diseases 

Castle Hill Sanatorium, Cottingham, near Hull (220 medical 
and 15 thoracic surgical beds). Non-resident. 
Ophthalmology 

Duties at the Royal Eye and Ear Hospital, Bradford (32 
ophthalmic beds), and additional] duties as may be required at 
other hospitals in the Bradford A and B Hospital Management 
Committee Groups. Non-resident. 

Psychiatry 

Stanley Royd Hospital, Wakefield (2000 Beds), and associated 
clinies. A large modern flat will be available near the Hospital. 
It is anticipated that the successful candidate wil) undertake 
2 clinical sessions (which may include research) in association 
with the Department of Psychiatry of the University of Leeds. 
pe ne must hold the D.P.M. or equivalent qualification. 

iology 

Duties at hospitals in the Hull A, B and East Riding Groups. 
Non-resident. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate, by 12th January, 1956. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. REGISTRAR in Ophthalmology 
required for 1 year in the first instance from Ist February, 1956. 
Residence available if required. Terms and conditions of service 
of hospital medical staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, with 3 names for reference, should be sent to the Sub- 
— School of Medicine, Leeds, 1, not Jater than 18th January, 

vd, 
= THE UNITED LEEDS HOSPITA<cS. Th 

NERAL INFIRMARY AT LEEDS. RESIDENT SURGIC AL 
OFFIC ER of Registrar status required for 1 year in the first 
instance. Terms and conditions of service of hospital medical 
staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, with 3 names for reference, should be sent to the Sub- 
Dean, School of Medicine, Leeds, 1, not later than 18th January, 

ov 
LLANELLY HOSPITAL, Lianeily, Carmarthenshire. 
(164 Beds.) GLANTAWE HOSPITAL ~~ gee oy COMMITTEE. 
Applications are invited from registered ical ractitioners 
for the appointment of SENIOR HOUSE OFFIC ER in the 
Gymecological Department, with duties in the E.N.T. and 
Ophthalmic Departments. 

Full particulars, stating age, qualifications and experience, 
should addressed to the Hospital Secretary. 

LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of SENIOR HCUSE 
OFFICER for Accident Service including duties in the and 
Infection Unit. Vacant ist February, 1956, and tena ic for 1 
year. Post recognised for F.R.C.S. 

Applications, stating age. nationality, qualifications, and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 17th January, 1956. 
MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION YILLAGE, MAIDSTONE, KENT. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER at 
the above Hospital, which contains 330 Beds for the treatment of 
tuberculosis including major thoracic surgery. Candidates 
should have good experience in general medicine and in the 
treatment of pulmonary tuberculosis in adults. Appointment 
for 1 year in the first ey subject to renewal annually. 
Salary scale £775-£50-£1075 p.a. 

Applications, stating age, qualifications, and experience, with 

relevant dates, together with names and addresses of 2 referees, 
to be sent to the Secretary to the Preston Hal) Hospital] Manage- 
ment Committee by 14th January, 1956. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON, 6 months appointment. Salary at the rate of £425, 
£475 to £525 according to experience. A deduction at the rate 
of £125 a year is made in respect of board and lodging and 
other services provided. 

Applications should be forwarded as soon as possible to the 
Administrative Officer at the Hospital. 

MANCHESTER. SPRINGFIELD HOSPITAL, Crumpsall, 
MANCHESTER, 8. ae AND SWINTON HOSPITAL MANAGE- 
MENT COMMITTEE pplications are invited for the appoint- 
ment of JU NIOR HOSPITAL MEDICAL OFFICER at this 
Mental Hospital of over 750 Beds. Period of tenure. 4 years 
in the first instance. Modern methods of investigation and 
treatment are carried out. Facilities will be granted for attend- 
ance at the Course for D.P.M. of the University of Manchester 
(with the Department of Psychiatry of which this Hospital is 
associated). Preference given to candidates who have previous 
General Hospital and/or Psychiatric experience. Accommoda- 
tion is available for a single person. Terms and conditions of 
the National Health Service apply. Further particulars can 
be obtained from, and the Hospital may be visited by arrange- 
ment with. the Medical Superintendent. 

Applications, giving details of age, experience. &c., and the 

names of 3 referees, to the Medical Superintendent as soon as 
possible. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the whole-time post of REGISTRAR in 
Chest Diseases in the Ashton, Hyde and Glossop Group and 
Oldham and District Group of hospitals. The post offers wide 
experience in both outpatient clinics and pulmonary hospitals. 
Residential accommodation may be arranged. 

Applications to the Group Secretary, Ashton, Hyde and 
Glossop Hospital Management Committee, Ashton-under-Lyne 
General Hospital, Ashton-under-Lyne, Lancas 
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MANCHESTER REGIONAL HOSPITAL BOARD. 2 
posts of SENIOR REGISTRAR in Psychiatry as follows :— 

(a) Oldham and District Group of hospitals, duties include 
attendance a. Consultant Psychiatric Clinics and participation 
in treatments of inpatients and outpatients at hospitals in the 
Group. The person appointed may be required to carry out 
some duties at Prestwich Mental Hospital, near Manchester, 
either concurrently with other duties or whole-time for not 
more than 1 year during the period of employment. 

(b) Prestwich Hospital, Manchester, arrangements may later 
be made for the person appointed to serve for a period in 1 of 
the psychiatric teams, based on general and mental hospitals 
elsewhere in the Region. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 16th January, 1956. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. Locum 
SENIOR REGISTRAR to the E.N.T. Department, to commence 
on Ist February, 1956, or as soon as possible. Whole-time, 
non-resident post, tenable for 12 months, subject to review. 
Applicants must possess a higher qualification. 

Application to be made on form obtainable from the under- 
signed and to be returned not later than 11th January, 1956. 

F. J. CABLE, Secretary to the Board of Governors. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited for 
SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 

Application forms may be obtained from the undersigned. 

H. R. Nortn, General Superintendent. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of SENIOR REGISTRAR. Whole-time post 
(non-resident). Tenable for 12 months, subject to renewal. 
Previous experience in ophthalmology essential. The terms and 
conditions of service for hospital medical and dental staffs will 
apply. 

Applications to be made on forms obtainable from the under- 
signed as soon as possible. 

F. J. ame. corn nh to the Board of Governors. 
MANCHESTER. HALL CHILDREN’S HOS- 
PITAL. (380 Beds.) RESIDENT SENIOR HOUSE OFFICER 
(anesthetics) required to take up duty as soon as possible. 

Applications to be sent to the Group te feo Booth Hall 


Hospital, Blackley, Manchester, 9, from whom further particulars 
may be obtained 2 wo at, Se p é i@ _ 
MANCHESTER, 8. CRUMPSALL HOSPITAL. Appli- 


cations are invited for the resident appointment of SENIOR 
HOUSE OFFICER in the Genito-urinary Department with 
general surgical work in another unit at the above Hospital. 
Recognised for F.R.C.S. 

Applications, with full details and names of 2 referees, to 
Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
MACCLESFIELD HOSPITAL. Applications invited 
SENIOR HOUSE OFFICER ANAESTHETIST ; vacant 15th 
February, 1956, resident or non-resident. Main duties Infirmary 
branch. Hospital recognised F.F.A.R.C.S. and D.A. purposes. 
Excellent facilities for study. 

Apply immediately to Group Secretary, Macclesfield and 
District Hospital Management Committee, “‘ Willerby House,” 
Cumberland-street, Macclesfield. 


NEATH GENERAL HOSPITAL, Neath. (412 Beds.) 
Applications are invited for the following medical staff 
vacancies :— 

HOUSE SURGEON, 

HOUSE PHYSICIAN. 
Appointments available ist February, 1956, and tenable for 
6 months. This Hospital is recognised for all major diplomas 
and approved by the General Medical Council for Pre-registra- 
tion Service under Section 2 of the Medical Act, 1950. 

Applications, naming 2 referees, to be addressed to the Group 
Secretary of the Committee, Mid Glamorgan Hospital Manage- 
ment Committee, 8, Wind- stree t, Neath. 


NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. DEPARTMENT OF 
BACTERIOLOGY. Applications are invited for the following vacant 
appointments :— 

(a) REGISTRAR 

(b) SENIOR HOU SE OFFICER. 

The Department is responsible for :— 
(1) The routine bacteriology and special investigations in the 
4 hospitals (913 Beds) of the Teaching Group. 

(2) The laboratory control of the hospital blood bank. 
Successful applicants will assist both in the general work and 
in the research programme. 

Applications, stating date of birth. qualifications, and experi- 
ence, together with the names and addresses of 3 referees, should 
be sent to- 

A. W. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the appointment 
of SENIOR SURGICAL REGISTRAR at the Royal Victoria 
Infirmary. The appointment, which is non-resident, will be for 
1 year in the first instance and subjeci to Ministry of Health 
terms and conditions of service. In any subsequent reappoint- 
ment the successful candidate may be required for a period to 
carry out his duties in a hospital under the Newcastle Regional 
Hospital Board. 

Applications, giving full particulars and the names and 
addresses of 3 referees, should be sent to the undersigned within 
2 weeks of the appearance of this advertisement. 

W. SANDERSON, House Governor and Secretary. 

Royal V ie toria Infirmary, Newcastle upon Tyne. 





NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the non-resident 
appointment of SENIOR HOUSE OFFICER to the new 
Department of Neurology and Neurosurgery at the Royal 
Victoria Infirmary, due to open in February, 1956. The appoint- 
ment will be for 1 year and will be subject to the terms and 
conditions of service of hospital medical staff in the National 
Health Service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks of 
the appearanc e of this advertisement. 

W. SANDERSON, House Governor and Secretary. 

Royal V ictoria Infirmary, Ne weastle upon Tyne. 


NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
The resident (or non-resident) post of SENIOR HOUSE 
OFFICER (Casualty Department) tenable for 12 months, 
becomes vacant on lath January, 1956. 

Applications, with 1 copy of 2 testimonials, should be sent 
to the Secretary, Newcastle General Hospital, Westgate-road, 
Newcastle upon Tyne, 4, as soon as possible. 

NEWCASTLE REGIONAL HOSPITAL BOARD. 
Darlington Hospital Management Committee 

REGISTRAR OBSTETRICIAN AND GYNACOLOGIST 
oo time), resident, for duties at Greenbank Maternity 

Hospital (61 maternity beds) and Darlington Memorial Hospital 
(26 gyneecological beds). Post recognised for M.R.C.0.G 
Single accommodation available. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Newcastle Regional 
Hospital Board, Walker Gate Hospital, Benfield-road, New- 
castle upon Tyne, 6, within 7 days. 

Prudhoe and Monkton Hospital (1087 Beds) 

SENIOR REGISTRAR PSYCHIATRIST (whole-time). 
Appointment for 1 year initially and subject to annual review 
up to years duration. Further particulars from Medical 
Superintendent. 

St. Mary’s Hospital, 
(650 Beds) 

REGISTRAR PSYCHIATRIST (whole-time), 
Further particulars from Medical Superintendent. 

Applications, with names and addresses of 3 referees, to 
sey Psychiatrist, Newcastle Regional Hospital Board, 

Walker Gate Hospital, Benfield-road, Newcastle upon Tyne, 6 
ee 7 days. 

TON ABBOT HOSPITAL, South Devonshire. ‘Senior 
Hous SE OFFICER (medicine), Male or Female, required imme- 
diately. Duties divided equally between 20 acute medical 
beds in general section and 140 geriatric beds. This officer is 
also required to stand in when pemeer House Surgeon otherwise 
engaged. Married quarteis available. 

Applications, stating qualifications, nationality, age, with 
copy testimonials, to be sent to the Group Secretary, sree 
District Hospital Management Committee, Torbay Hospita 
Torquay, S. Devon. nae 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. ‘Applic ations are invited for the post of HOUSE 
SURGEON to the Gynecological Departme nt of 25 Beds. This 
appointment is recognised for the M.R.C.O.G., and may be a 
pre-registration appointment. 

Applications, accompanied by 2 testimonials, should be 
forwarded to the Resident Medical Officer, Mount _ Vernon 
Hospital, Northwood, by 18th January, 1956. ~« ‘@ 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. ‘Applic ations are invited fog the post of HOUSE 
PHYSICIAN to the Radiotherapy Department. This post is 
recognised as a pre-registration appointment. 

Applications, accompanied by 2 testimonials, should be 

warded to the Resident Medical Officer, Mount Vernon Hospi iL 
Northwood, by 18th January, 1956. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON for general surgery. This post is recognised as a 
pre-registration appointment. 

App plications, accompanied by 2 testimonials, to be forwarded 

to the Resident Medical Officer, Mount Vernon Hospital, 
Northwood, by 18th January, 1956. 
NORTHWOOD, MIDDLESEX.. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON to the eee and E.N.T. Departments. 
This post is recognised as a pre-registration appointment. 

Applications, accompanied by 2 testimonials, should be 
forwarded to the Resident Medical Officer, Mount Vernon 
Hospital, Northwood, by 18th January, 1956. 
NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE SURGEON (pre-registration—first or second post) 
required about 6th February for 6 months. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE PHYSICIAN (pre-registration first or second post), 
required 11th February for 6 months. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to the Group 
Secretary. 
OXFORD. UNITED OXFORD HOSPITALS. lica- 
tions invited for post of RESIDENT SURGICAL REGIS RAR 
at the Churchill Hospital, Headington, Oxford, with effect from 
16th February, 1956, for 1 year in the first instance. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
14th January, 1956. 
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OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for the post of NON-RESIDENT REGISTRAR 
in the Department of Pathology, Radcliffe Infirmary, from 
Ist March, 1956. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
15th January, 1956. 

PERTH. COUNTY AND CITY OF PERTH GENERAL 

+ mmc The following posts will fall vacant on Ist February, 
5G : 

SENIOR HOUSE OFFICER (anesthetics), Bridge of Earn 

Hospital. 

HOUSE SURGEON or SENIOR HOUSE SURGEON 
(E.N.T. Unit), Bridge of Farn Hospital. Grade according to 
experience. 

Applications, giving e¢ge, qualifications, experience and 
names of 2 referees, should be sent to the Group Medical Super- 
intendent, Perth Royal Infirmary, Perth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road. HOUSE SURGEON (pre-registra- 
tion post), vacant immediately, recognised for the F.R.C.S. 

Applic vations, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to — 

ARTHUR R. Casn, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Saint Mary’s Hospital (130 surgical beds) 
HOUSE SURGEONS (pre-registration ), vacant 25th January, 
26th January, 30th January. 
Saint Mary's Hospital (74 acute medical beds) 
HOUSE PHYSICIANS (pre-registration), vacant 31st 
pag rete 2nd February, 24th February. 
t. ‘s Hospital (53 pediatric beds) 
HOU SE PHYSICIAN, vacant 15th February. 
Royal eae Hospital (Orthopedic Department 
-104 Beds) 
HOUSE OFFICER (pre-registration), vacant 16th January. 
Royal Portsmouth Hospital (70 surgical beds) 

HOUSE SURGEON (pre-registration), vacant Ist February, 

Applications, stating age, experience, and qualifications. 
together with names of 2 referees, shovld be forwarded as soon 
as possible to L. C. Rogers. 

35, Grove-road South, Southsea. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
SURGICAL REGISTRAR at Saint Mary’s Hospital, Ports- 
mouth (130 acute surgical beds), vacant 22nd February, 1956. 
The post will include duties in the Department of Thoracic 
Surgery (15 Beds). The successful candidate must hold the 
F.R.C.S. degree. 

Forms of application may be obtained from the Acting 

Group Secretary, Portsmouth Group Hospital Management 
Committee, 35, Grove-road South, Southsea, which should be 
returned to him duly completed on or before 16th January, 
1956. Canvassing will disqualify. Candidates may visit the 
above Hospital by arrangement with the Acting Group 
Secretary. 
READING. BATTLE HOSPITAL. (374 Beds.) Applica- 
tions are invited from registered and provisionally registered 
medical practitioners for post of RESIDENT JUNIOR HOUSE 
SURGEON in the Area Accident and Orthopedic Department, 
vacant Ist February, 1956. F.R.C.S. recognised. Also casualty 
duties. Salary £425-£525 p.a., less £125 board-residence. 

Apply, stating age, qualifications with dates, nationality, 
present position, with copy of 1 recent testimonial, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (401 
Beds.) Applications are invited from registered medical practi- 
tioners, Male and Female, for the resident post of HOUSE 
SURGEON (gynecology ) vacant Ist February, 1956, and tenable 
for 6 months. 

Write, stating age, qualifications with dates, nationality, 
and present post, with copy of 1 recent testimonial, to Secretary. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required at Birch Hill 
Hospital, Rochdale, mid-January. Pre-registration candidates 
eligible for this post which is recognised for 6 months F.R.C.S. 
experience 

Apply at once to Group Secretary, Central Offices, Birch 

Hill Hoxpital. Rochdale. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident) required from 
6th February, 1956, for duties in the Casualty and Admissions 
Department. This is a large General Hospital with specialised 
departments dealing with all types of acute medical and surgical 
cases. The post affords good opportunity for gaining tuition 
and experience. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments, which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Obstetrics and Gynecology at the 
Western Infirmary and the Royal Maternity Hospital, Glasgow. 

SENIOR REGISTRAR in Psychiatry for duties at Hawk- 
head Mental Hospital and associated clinics, Glasgow. Married 
quarters available. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 14th January, 1956. 
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SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time post of 
REGISTRAR in Dermatology (limited amount of V.D. work 
involved). The post fs non-re sident and the main duties are at 
the Royal Northern Infirmary and Raigmore Hospital, 
Inverness. Previous experience in dermatology essential. 

Forms of application and further particulars of the post are 
obtainable from the undersigned, to whom applications should 
be submitted by 25th caer 1956. 

M. FRASER, M.D. 
Secretary am ‘Administrative Me -dical Officer. 

Office of the Northern Regional Hospital Board, 

_Raigmore, Inverness. 

SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Radiotherapy. Duties are mainly in hospitals 
situated in Aberdeen but the officer appointed may be required 
to visit other hospitals in the Region. Candidates should have 
considerable experience in their specialty and preferably hold 
an appropriate higher qualification. 

Applications, giving 2 names for reference, should be submitted 
by 10th January, 1956, to the Secretary, 1, Albyn-place, 
Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Psychiatry—main duties at Kingseat Hospital 
which comes under the Board of Management for the Aberdeen 
Mental Hospitals. Candidates should have experience in their 
specialty and preferably hold an appropriate higher qualification. 

Applications, giving 2 names for reference, should be sub- 
— by 10th January, 1956, to the Secretary, 1, Albyn-place, 

berdeen, from whom further particulars may be obtained. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. PSYCHIATRIC UNIT. MARYFIELD GENERAL HOSPITAL 
AND DUNDEE ROYAL MENTAL HOSPITAL. Applications are invited 
for the post of REGISTRAR. These active units (including a 
new E.E.G. Department) and their associated Outpatient 
Department are principally concerned with the treatment of 
neuroses and early psychoses and provide a comprehensive 
training in psychiatry. Candidates, in addition to psychiatric 
experience, must possess up-to-date knowledge of internal 
medicine. Salary and conditions of service in accordance with 
national agreement. 

Further particulars and forms of application from the Secretary 
of the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than 21st January, 195 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the post of Locum ORTHOPZZDIC REGISTRAR 
from 6th February to 11th May, 1956. Accommodation available 
if required. Salary £17 10s. per week. 

Apply, naming 2 referees, to Group Secretary, Smee | 

Group Hospital Management Committee, Odstock Hospi 
Salisbury. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the post of RESIDENT or NON-RESIDENT 
CASUALTY OFFICER (Senior House Officer) for a period of 
12 months, or LOCUM. Post is recognised for F.R.C.S. and is 
vacant mid-January. 

Applications, naming 2 referees, to Group Secretary, Salis- 

bury Group Hospital Management Committee, Odstock Hos- 
pital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the oopenenen of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run consecutively in this order from 
19th February, 1956, for a period of 6 months in each post. The 
post is open to pre-registration candidates. 

Apply, naming 2 referees, to Group Secre , Salisbury Group 
Hospital Management Committee, Odstock E septal, Salisbury 





SEDGEFIELD. WINTERTON HOSPITAL WANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER (psychiatry) 
for a period not exceeding 4 years. The appointment offers 
valuable experience in all branches of psychiatry at this large 
mental hospital where all modern forms of treatment are carried 
out, both at inpatient and outpatient level. The Hospital is 
recognised for the D.P.M. Resident accommodation is —— 
for married or single applicants at a very moderate cha 
Conditions of service in accordance with the latest recommen ~ 
tions of the Whitley Council. Salary £775—£50-—£1075. 

Applications, stating full pastiouhars of qualifications and 
experience, together with copies of 2 recent testimonials or names 
of 2 referees, should be forwarded to the Group Secretary, 
Winterton Hospital, Sedgefield, co. Durham, within 14 days 
from the date of this advertisement. 

C. W. GILL, Group Secretary. 

Winterton Hospital, Winterton, Sedgefield, 

Stockton-on-Tees, co. Durham. 

SHREWSBURY. ROYAL SALOP INFIRMARY. Ortho- 
PA.DIC/ACCIDENT HOUSE SURGEON (Senior House 
Officer). Successful applicant will be allowed to attend for 2 
days a month at the Robert Jones and Agnes Hunt Orthopedic 
Hospital, Oswestry, for postgraduate study, with the Consultant. 
Post recognised under revised Fellowship regulations in respect 
of 6 months training required for the Final Fellowship examina- 
tion. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for the F.R.C.S. examination.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
CASUALTY REGISTRAR required. The successful candidate 
to reside at the Hospital when on duty (including “on call” 
duty). Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 16th January, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
NON-RESIDENT REGISTRAR or SENIOR HOUSE 
OFFICER in Clinical Pathology required. Grade according to 
qualifications and experience. Post vacant Ist April, 1956. 

Applications, with the names of 3 referees, to be sent imme- 

diately to the Chief Stel eetes © Officer, The United Sheffield 
Hospitals, West-street, Sheffield, 
SHEFFIELD. THE UNITED sHEFFIECO HOSP: TALS. 
JESSOP HOSPITAL FOR WOMEN. Applications invited for 
the resident post of REGISTRAR or SENIOR HOUSE 
OFFICER in the Pediatric Department of the above Hospital. 
Post vacant Ist February, 1956. Grade according to qualifica- 
tions and experience. The post is associated with the Depart- 
ment of Child Health in the University of Sheffield, and it is 
possible that there may be an interchange with the Registrar 
at the Children’s Hospital. The successful candidate may be 
required to attend 1 outpatient session per week at the Children’s 
Hospital. 

Applications, together with the names of 3 referees, should 

be sent immediately to the Chief Administrative Officer, The 
United Sheffield Hospitals, Royal Hospital, West-street, 
Sheffield, 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS, 
SHEFFIELD REGIONAL HOSPITAL BOARD. REGISTRAR required 
at the Sheffield Centre for the Investigation and Treatment of 
Rheumatic Diseases. Duties to include clinical research. 

Applications, with the names of 3 referees, should be sent 
not later than 30th January, 1956, to the Chief Administrative 
Officer, The United Sheffield Hospitals, West-street, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL HOSPITAL UNIT. SENIOR REGISTRAR in Orthopedics 
required at the above Hospital. Non-resident. Fellowship of 
1 of the Royal Colleges of Surgeons essential. 

Applic ‘ations, stating age, qualifications and experience, 
with the names of 3 referees, to be sent to the Chief Administra- 
tive ag The United Sheffield Hospitals, West-street, 
Sheffield, 1, by 20th January, 1956. 





PITAL. Applic ations are invited from registered medical practi- 
tioners for the post of ASSISTANT MEDICAL OFFICER 
(Junior Hospital Medical Officer grade) at the above Hospital. 
This is a hospital of 128 Beds for the treatment of pulmonary 
tuberculosis and includes a major Thoracic Surgery Unit. 
Unfurnished bungalow available on Hospital estate. 

Applications, stating age, nationality and qualifications, 
together with names of 2 referees, should be sent, as soon as 
— to the Group Secretary, Plymouth Special Hospital 
fanagement Committee, 8, Nelson- -gardens, Stoke, Plymouth. 
SOUTH WARWICKSHIRE GROUP. Registrar in 
Anesthetics. Recognised for F.F.A.R.C.S. Duties mainly at 
Warneford General Hospital (197 Beds). Experience specialty 
essential. 

Application forms from Group Secretary, 50, Holly-walk, 
Leamington Spa, to be returned before 23rd January, 1956. 
SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER 
required. Total establishment of 3 residents. Salary, &c., as 
nationally advocated. 

Applications, with copies of testimonials, to be submitted 
immediately to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 
6 months. The Hospital is the centre to which all trauma from 
a large industrial town and port is directed thus providing 
excellent experience in the treatment of traumatic conditions ; 
patients with orthopeedic conditions are also drawn from a 
wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL. 











ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds. Recognised for F.R.C.S.) RESIDENT 
HOUSE SURGEON required immediately. Pre-registration 
candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
to the Secretary, Southampton Group Hospital Management 
Committee, Bullar-street, Southampton. 

SOUTHPORT GENERAL INFIRMARY. (Recognised for 
F.R.C.S. and pre-registration. ) 
HOUSE SURGEON (general surgery and ophthalmology). 
Post vacant February. 

HOUSE PHYSICIAN. Post vacant February. 

Apply, stating age, qualifications, nationality, experience, and 
enclosing 2 copy testimonials, to Group Secretary, Southport 
and District Hospital Management Committee, Promenade 
Hospital, Southport. s 
STARCROSS, DEVON. ROYAL WESTERN COUNTIES 
INSTITUTION HOSPITAL GROUP. ADI lications are invited for the 
appointment of RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER (Male or Female), preferably with some knowledge 
of mental deficiency. 

Applications, with full details of age, qualifications, and 

experience, together with names of 2 referees, should be sub- 
mitted to the Medical Superintendent, Royal Western Counties 
Institution, Starcross, Devon. 
SWANSEA. MOUNT PLEASANT HOSPITAL. (238 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Regis- 
tered medical practitioners are invited to apply for the resident 
appointment of JUNIOR HOSPITAL ME DICAL OFFICER 
for work in the Medical and Surgical Departments and in the 
chronic sick wards of the above Hospital. 

Applications, stating age, experience and qualifications 
with copies of 2 recent testimonials, should be addressed to 
the Hospital Secretary. 





SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) Vacancy for HOUSE PHYSICIAN (Senior House 
Officer) (1 of 2). Busy department with general medicine, 
peediatrics, skin and eyes, and large outpatients section offering 
good experience. 

Applications, naming 2 referees, to Group Secretary, Scun- 
thorpe Hospital Management Committee. 
ST. ALBANS CITY HOSPITAL, St. Aibans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House Officer grade) required 
for general surgical team. Recognised for F.R.C.S. Tenable for 
6 months. Preference given to candidates seeking pre-regis- 
tration post under the Medical Act, 1950. 

Applications to Secretary, Mid- Herts Group Hospital Manage- 

ment Committee, Bleak E ouse, Catherine-street, St. Albans. 


ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The following resident House Officer posts 
become vacant on Ist March, 1956 :— 
St. Helens Hospital (196 Beds) 
HOUSE SURGEON 
Whiston Hospital, Prescot (892 Beds) 
HOUSE SURGEON (orthopedic). 
The above posts are recognised for Pre-registration Service. 
Applications, stating age, date of qualification and experience 
and giving 2 names for reference, should be forwarded to the 
Secretary, Group Office, Whiston Hospital, Prescot, immedi- 
ately. Please state for which position application is pee 


STOCKPORT INFIRMARY, Stockport. (163 ds.) 
Applications are invited for the post of HOUSE OFFICER or 
SENIOR HOUSE OFFICER (medicine). 

Applications, stating age, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed t 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire, inmediately. 


STOCKTON-ON-TEES. SEDGEFIELD GENERAL HOS- 
PITAL. (336 Beds.) SEDGEFIELD HOSPITAL MANAGEMENT COM- 
MITTEE. Pre-registration HOUSE PHYSICIAN required ; 
immediate vacancy. Adequate staff employed. Excellent 
conditions. 

Apply to the undersigned as soon as possible. 

L. Watson, Group Secretary. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. GYNZCOLOGY DEPARTMENT. SENIOR 
HOUSE OFFICER required. Post vacant very shortly. Recog- 
nised for M.R.C.0O.G. (surgery). Experience in abnormal 
obstetrics available, but the work is mainly gynecological. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 


Stoke-on-Trent. , 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general medicine—with 
peediatrics) required. Pre-registration post, vacant 6th January, 
1956. 

Applications, with copies of testimonials, to Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 








STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (surgery) required. Post vacant 22nd 
saneee 1956. Recognised pre-registration. Hospital recognised 
for 2.0.8, 

Applications, with copy testimonials, to Group Secretary, 

Hospital Management Committee, Princes-road, Stoke-on- 
Trent, as soon as possible. 
SULLY HOSPITAL, Sully, Penarth, Glamorganshire. 
THORACIC CENTRE. (324 Beds.) SENIOR HOUSE OFFICER 
(medical) required to commence 5th March, 1956. Experience 
available in investigation and treatment of ‘all lung and hear 
diseases in adults and children. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. ’ 
SUTTON AND CHEAM HOSPITAL, Cotswold-road, 
SUTTON, SURREY. (146 Beds.) HOUSE SURGEON (pre- 
registration post), vacant now. Recognised for F.R.C.S. 

Agamesiste, giving age, qualifications, &c., with copies of 
testimonials, to the Secretary. 

TAUNTON HOSPITAL MANAGEMENT COMMITTEE 

Applications are invited for the post of SENIOR HOU SE 
OFFICER (casualty and orthopedic). Post now vacant. Pre- 
registration appointment. 

Applications, stating age, nationality and qualifications, 
together with the names of 2 referees, should be forwarded 
immediately to the Group Secretary, Taunton and Somerset 
Hospital, Musgrove Park Branch, Taunton. ies se 
WOLVERHAMPTON GROUP. 

The Royal Hospital (an Associated Hospital of the 

University of Birmingham Medical School) 
*2 HOUSE OFFICERS (general surgery). 1 vacant mid- 
January, 1 vacant Ist February. 

*HOUSE ‘OFFICER (E.N.T. Department), vacant 8th 

February. 

*Pre-registration posts. 

Apply Secretary, The Royal Hospital, with copies of testi- 
monials. : 
WORCESTER ROYAL INFIRMARY. House Surgeon 
required (pre -registration or otherwise ). 

Apply, with copies of testimonials, to the Secretary. _ 
WARWICK (near). KING EDWARD Vii MEMORIAL 
CHEST HOSPITAL, HERTFORD HILL, near WARWICK. JUNIOR 
HOSPITAL MEDICAL OFFICER (resident). Applications 
are invited for this appointme nt in a modern Thoracic Surgical 
Unit. All forms of major and minor thoracic surgery under- 
taken, post offers wide general training in non-tubercuJous and 
tuberculous surgery. Facilities available for postgraduate 
study. Previous experience in specialty is not essential. 

Applications to Group Secretary, 50, Holly-walk, Leamington 
Spa. 








61 


THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[Jan. 7, 1956 





WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited for the post of HOUSE SURGEON 
(Male or Female) recognised fer pre-registration, at the above 
Hospital which will shortly become vacant. Salary will be 
£425-£525 p.a., less a deduction of £125 for full residential 
emoluments. The staffing of the Surgical Unit consists of a Senior 
Registrar, Registrar, and 2 House Surgeons. The post offers 
a comprehensive training in surgery. 

Apply, giving full particulars, to 

H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington. Lancs. 

WATFORD HOSPITALS. North West Metropolitan 
REGIONAL HOSPITAL BOARD, ANAZSTHETIC REGISTRAR 
(resident) required for the above Hospitals. Post vacant 
immediately 

Application forms obtainable from, and returnable to, the 

Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (198 Beds.) Applications are invited for the post of 
CASUALTY AND ORTHOPASDIC HOUSE SURGEON 
(pre-registration post). Salary according to the National Health 
Service scale. 

Applications to the Administrator with copies of 2 recent 

testimonials. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (198 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a pre- 
registration post and is recognised for F.R.C.S. Salary according 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 

Administrator. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (107 
Beds.) Applications are invited from registered medical practi- 
tioners for the following pre-registration appointment 
(resident) :— 

HOUSE PHYSIC IAN, vacant Ist March, 1956. 

Applications, stating age and qualification, together with 
names and addresses of 2 referees, should be addressed to the 
Secretary, Weston-super- Mare Hospital Management Committee. 
WEYMOUTH AND DISTRICT HOSPITAL. (124 Beds.) 
HOUSE SURGEON (Male or Female) required. Resident post, 
now vacant and tenable for6 months. Recognised for F.R.C.S. 
examination, and approved for Pre-registration Service. 

Applications, stating age, qualifications, and nationality, 

together with copy testimonials, to Group Secretary, West 
Dorset Hospital Management Committee, Damers-road, Dor- 
chester, Dorset, immediately. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) CASUALTY OFFICER (Senior House 
Officer grade), vacant 19th January, 1956. Post recognised for 
the F.R.C.S. The appointment will be for 6 months in the 
first instance. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINDSOR. KING EDWARD Vii HOSPITAL. Senior 
HOUSE OFFICER (casualty) required. Department forms part 
of Accident Service of Windsor Group ; duties include House 
Surgeon in E.N.T. and Eye Departments. Previous experience 
in treatment of acute injuries desirable. 

Applications, stating age, qualifications with dates and 

nationality, with copies of recent testimonials, to Hospital 
Secretary. 
WREXHAM. MAELOR GENERAL HOSPITAL. Appli- 
cations are invited for the post of HOUSE SURGEON at 
the above Hospital, to commence duties on Ist February, + 56. 
The appointment is recognised for the Diploma of F.R.C.S. 
(Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

WREXHAM. WAR MEMORIAL HOSPITAL. Applica- 
tions are invited for the post of HOUSE SURGEON at the 
above Hospital to commence duties on Ist February, 19: 56. 
The appointment is recognised for the Diploma of F.R.C. 
(Erig. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

YORK. MATERNITY AND FULFORD HOSPITALS. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology, 
required Ist February, 1956. Recognised for M.R.C.0O.G, 

Applications, stating age, qualifications, experience, nation- 
ality, and names of 2 referees, to Group Secretary, York A and 
ee Hospital Management Committee, Bootham Park, 

ork. 





Public Appointments 


STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT 
EDUCATION COMMITTEE. Applications are invited from fully 
qualified and registered medical practitioners for the post of 
ASSISTANT SCHOOL MEDICAL OFFICER. Salary scale 
£975-£1375 p.a. by annual increments of £50. The duties will 
consist of routine medical inspections in schools and clinic 
work. Holidays as school holidays. The appointment is subject 
to the provisions of the National Health Servi*e superannuation 
regulations and is terminable by | months notice on either side. 
The successful candidate will be required to pass a medical 
examination. 

Form of application, which may be obtained from the under- 
signed, should be completed and returned as soon as possible. 

H. Dispen, Chief Education Officer. 
Town Hall, Hanley, Stoke-on-Trent. 





, 





AUSTRALIAN REGULAR ARMY. Medical Officers. 
Applications are invited from legally qualified medical practi- 
tioners for appointment to Short-service Commissions in the 
Royal Australian Army Medical Corps for service anywhere in 
Australia or overseas. An applicant, who may be single or 
married, must be a British subject, medically fit Class 1, and 
registrable in the state of Victoria, Australia. Successful appli- 
cants will normally be appointed in the rank of Captain, but in a 
case of exceptional qualifications an applicant may be appointed 
in the rank of Major. Annual rates of pay in Australian currency 
are for Captain £1447 16s. 8d. rising to £1639 9s. 2d., and for 
Major £1752 rising to £2010 106s. 10d. A marriage allowance of 
£214 8s. 9d. and a clothing allowance of £31 18s. 9d. are payable 
in addition to annual salary. Appointment will be for a minimum 
period of 2 years 3 months, but successful applicants may elect 
to be appointed for 4 years. Provided his service is satisfactory, 
a medical officer may elect to be reappointed for periods of 1, 
2 or 4 years at the conclusion of any period of appointment or 
reappointment. A gratuity of £125 Australian currency for 
each year served will be payable to a Medical Officer on oy 8 
pletion of his period of appointment. First-class passages 
Australia for Medical Officers appointed and their families will 
be provided at Government expense. 

Applications, which close on 3lst January, 1956, may be made 
by letter to Australian Army Staff, Australia House, Strand, 
London, W.C.2 (Temple Bar 2435, Ext. 469), and must include 
the following particulars : name, date of birth, marital status, 
number of dependants, date and details of qualifications and 
where obtained, brief details of professional experience. At 
least 1 personal reference should accompany the application and, 
in addition, an applicant must nominate 3 personal referees from 
the teaching staff of universities or from hospitals. 


BARBADOS GENERAL HOSPITAL. A Medical Registrar 
and 2 MEDICAL OFFICERS are required at the General 
Hospital, Barbados. Candidates must possess qualifications 
registrable in the United Kingdom, and the officer selected for 
the post of Registrar is required to hold either a postgraduate 
qualification or to have not less than 4 years experience in a 
hospital ward, outpatient clinic or special department. Duties 
of Medical Officers are general and those ordinarily performed 
in a large acute general hospital of 500 beds, including medical 
and surgical obstetrics, theatre and ward work, anesthetics, 
casualties and outpatients. The duties of Registrar are as 
follows: Physician Specialist wards and rounds (coverir 

holidays), post mortems, medical outpatients (new cases), blooc 

organisation, second string night emergencies, 1 Sunday a 
month Casualty Officer. All officers may be required to perform 
any other departmental duties as may be directed. Appointments 
will be on agreement for 3 years ; or on 1 year agreement, for 
bachelors only, renewable—with return passage for officer 
only. Salary scales are as follows, starting salary depending 


upon candidate’s age and experience. Medical Registrar 
$5280—-$6240 (£1100-£1300) a year. Medical Officers $3720-— 
$4920 (£775-£1025) a year. A temporary cost-of-living 


allowance of $156 (£32 10s.) a year is also payable. Free furnished 
quarters are provided. Free passages to* Barbados are pro- 
vided for the Officer, wife, and children on first appointment 
and back to the United Kingdom on the satisfactory comple- 
tion of the agreement, subject to a total maximum cost of 
$1440 (£300) each way. Income-tax at local rates. Social 
and recreational amenities are good. Climate is healthy. Educa- 
tional facilities are available. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, S.W.1 (quoting reference No. BCD.117/28/02). 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to Chief pee of Factories, 19, St. James’s- 
square, London, 8.W Latest date for receipt 

District County of applications 

HEMEL HEMPSTEAD HERTFORD .218T JANUARY, 1956 


TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as LOCAL TREASURY MEDICAL 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend when summoned to an 
emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, 3.W.1, for a 
form on which application may be made. Applicants should be 
not more than 60 years of age. 

The places for which applications are invited are as follows :— 

ENGLAND AND WALES 

Hereford (Hereford). 

Baldock (Hitchin ). 

Peckham (London, 8.E.15 

Rotherhithe (London, 3.E. 

New Tredegar (Newport, Mon. ). 

Atherstone (Nuneaton). 

NORTHERN IRELAND 
Stewartstown (Dungannon). 
YORKSHIRE. NORTH RIDING EDUCATION COM- 
MITTEE. Vacancy for SCHOCL MEDICAL OFFICER in the 
York/Northallerton area. Salary £975—-£50-£1375. Commencing 
salary based on weg ious experience and additional qualifications 
e.g., D.P.H., D.C.H., &e 
For form of applic vation ‘apply 
BARRACLOUGH, County Hall, Northallerton. 
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GOLD COAST MEDICAL SERVICE. Pathologist and a 
SPECIALIST PATHOLOGIST are required by Ministry of 
Health, Gold Coast. 

_ Pathologist to carry out routine duties of Clinical Pathologists, 
including hematology, bacteriology, histo-pathology and bio- 
chemistry. May be required to perform post-mortem examina- 
tions and other duties in connection with forensic medicine. 
Candidates must have had at least 2 years full-time approved 
laboratory experience since full registration. 

Specialist Pathologist to take charge of a laboratory and to 
carry out the duties of his specialty. He will have plentiful 
opportunities for research and will be expected to interest 
himself in research work involving his specialty. May be required 
to carry out post-mortem examinations and other duties in 
connection with forensic medicine and to advice the Ministry on 
matters involving the Pathological Service in the Gold Coast. 
Candidates should hold a Diploma in Bacteriology (preferably ) 
or in Clinica] Pathology or, alternatively, a Doctorate in Medicine 
of London University in pathology, this qualification having 
been supplemented by not less than 4 years full-time laboratory 
experience in the practice of bacteriology and/or pathology. 

Appointment is to the Gold Coast Civil Service on contract 
for 2 tours from 18 to 24 months each in the first instance with 
gratuity (taxable) on satisfactory completion of service. Gratuity 
would be at the rate of £37 10s. for each completed 3 months of 
service. Basic salary scales would be £1330-—€2310 a year for 
Pathologist and £2400-—£2700 a year for Specialist Pathologist. 
Candidates in the National Health Service may leave the 
National Health Service but retain their superannuation rights 
(up to a maximum stay of 6 years). Salaries, in this case, would 
be in the scales £1055-£1850 a year and £1900-—€2200 a year 
respectively, with gratuity (taxable) of 20% ofthe aggregate of 
salary. Starting-point in salary scales are determined according 
to qualifications and experience. Quarters when available are 
provided at rental not exceeding £120 a year for Pathologist 
and £150 a year for Specialist Pathologist. Income-tax at local 
rates. Free passages provided for Officer, wife, and up to 3 
children under 13 years of age. Generous home leave. 

Application forms from Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD. 117/13/010). 
PRISON COMMISSION. So amens are invited from 
registered medical practitioners for the appointment of Full- 
time MEDICAL OFFICER (Men and Women). The Prison Com- 
missioners are responsible for prisons, Borstal Institutions and 
Detention Centres in England and Wales and there are vacancies 
for Medical Officers in London and the provinces. Full-time 
Medical Officers are employed in the larger establishments where 
there are usually 1 or more doctors working with a Senior Medical 
Officer. The work varies a little between one establishment and 
another, according to the classification of the prisoners. It 
includes the neral medical care of p ners and inmates, 
making psychiatric assessments on them, and the provision of 
medical and psychiatric reports to the Commissioners and to the 
Courts. It is desirable that candidates should have had experi- 
ence in psychological medicine but the possession of the D.P.M., 
while a recommendation, is not essential. Surgical and psycho- 
therapeutic units employing pares specialists are established 
at selected Centres and use made, in particular cases, of the 
facilities available in National Health Service hospitals for 
consultations and special investigations. Candidates must be 
over 28 years of age. Salary £1500-875-£1800-£100-£2100 
(minimum linked to age 35, minus £50 for each year below 
that age and plus 1 increment for each year above that age but 
not exceeding 40). Rates are subject to deduction for posts 
outside London. In addition there is a pay supplement of £95 
or £100 according to salary. Appointments are unestablished 
in first instance but opportunity for establishment through Civil 
Service Commission later. Unfurnished quarters are sometimes 
available at a moderate rental. 

Application forms and regulations from B.Y.1114, London 
Appointments Officer, Ministry of Labour and National Service, 
1-6, Tavistock-square, London, W.C.i. Returnable by 28th 
January, 1956. No original testimonials should be forwarded. 
HER MAJESTY’S OVERSEA SERVICE. Medical Branch 

TANGANYIKA. MEDICAL OFFICERS with qualifications 
registrable in the United Kingdom are required in Tanganyika 
for general duties. Officers would normally be based on a 
hospital but must be prepared to tour and to assist in training 
African staff. There is 1 vacancy for which an officer possessing 
the F.R.C.S. is required ; he would be regarded as available for 
general medical duties but would be allotted surgical work as 
far as possible. Appointments can be made on a permanent 
basis with pension (non-contributory) at age of 55, or on short- 
term contract with gratuity payable on satisfactory completion 
af service. A doctor in the National Health Service may leave 
the National Health Service but retain his superannuation rights 
(up to a limit of 6 years) and receive a gratuity (taxable) of 
20% of the aggregate of his salary after his engagement. Salary 
varies from £1116 to £1836 a year ; starting-point is determined 
by experience and 4 extra increments are given to successful 
candidates possessing the F.R.C.S., M.R.C.P., D.P.H., or other 
approved higher qualifications. Temporary cost-of-living 
allowance at the rate of 10% of salary is also payable, subject 
to a maximum of £162 a year making gross emoluments of 
£1228-£1998 a year. Permanent Medical Officers are eligible to 
be considered at any time for promotion to super-scale posts in 
Tanganyika and other territories in medical administration or, 
if they possess higher qualifications and suitable experience, in 
specialist posts. Quarters are generally available at rental 
varying from £30 to £78 a year according to size and type, and 
furniture at a rate varying from £12 to £24a year. Free passages 
in both directions for Officer and wife and up to cost of 1 adult 
fare for children. Taxation at loca] rates. Annual local leave 
permissible and generous home leave granted after each tour of 
from 30 to 36 months. Educational facilities are available. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD. 117/8/02). 





HER MAJESTY’S OVERSEA CIVIL SERVICE. Medica! 
BRANCH—-HONG KONG. PATHOLOGIST required in Medical 
Department, Hong Kong, to undertake vaccine production, 
public health laboratory work, clinical pathology and post- 
mortem work. Candidates must be under 35 years of age, 
possess a medical qualification registrable in the United Kingdom 
and have had 3 years professional experience, preferably in 
pathology. . 

Appointment on 2 years probation for permanent and pension- 
able employment ‘Potal emoluments of the post are made up 
as follows :— 

(1) Salary seale from $1395 to $2800 a month—i.e., £1046 5s.- 
£2100 a year (1 Hong Kong dollar equals Is. 3d.) ; starting 
salary depending upon qualifications and experience ; 

(2) Expatriation pay, half of which counts as pensionable, 
varying according to salary from $280 a month (£210 a year) 
to $375 a month (£281 5s. a year) ; and 

(3) Temporary variable non-pensionable cost-of-living allow- 
ance varying according to salary and family. circumstances. At 
present a single officer on the minimum would get approximately 
£41 a year and a married officer on his maximum salary would 
get £630 a year. 

Free passages in both directions provided for Officer, wife, 
and up to 3 children under the age of 18. Quarters, when 
available, are provided at rental of not more than 1/7th of basic 
salary. Income-tax at local rates. Annual local Jeave is per- 
missible and generous home leave is granted after each tour of 
4 years. Climate is favourable for Europeans—a_cool dry 
winter with well-marked changes of seasons. Education 
facilities are available. Pension is 1/600th of final pensionable 
emoluments for each completed month of reckonable service. 
Officers permanently employed are required to contribute to a 
Widows’ and Orphans’ Pension Scheme. E 

Application forms from Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD. 117/51/025). 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH—BARBADOS. An ANASSTHETIST is required at the 
General Hospital, Barbados. The selected officer will be 
responsible for the anesthetic services at the General Hospital 
under the direction of the Director of Medical Services and will 
be required to assist in training nurses and medical interns. 
His duties will include pre- and post-operative care of patients 
in so far as these duties relate to aneesthetics and to keep records. 
Candidates must possess qualifications registrable in the United 
Kingdom and should have had experience in the use of anses- 
thetics. To qualify for specialist salary scale (see below) 
candidate must hold a Diploma in Anesthetics (if held before 
November, 1953) or be a Fellow of the Faculty of Anesthetists. 
Appointment can be made on permanent basis with pension 
(non-contributory) at the age of 55, or on agreement for 3 years 
in the first instance (in which event passage arrangements 
quoted below are slightly different). For officers on agreement 
arrangements will, if possible, be made to continue their super- 
annuation payments. Salary scale for candidates not possessing 
specialist qualifications is $4128-$5280 (£860-£1100) a@ year. 
For candidates holding specialist qualifications, salary scale is 
$4800—$6240 (£1000-£1300) a year plus a non-pensionable 
allowance equal to one-half of fees paid into Public Treasury in 
respect of special services rendered. A cost-of-living allowance 
of £32 10s. a year is payable on both salary scales. Furnished 
quarters are available at rental of 5% of salary (for officers on 
agreement, free furnished quarters or allowance of 10 of 
salary). Free passages on appointment are provided for Officer 
and family up to maximum cost of £300 (or £400 if Governor 
requires candidate to travel by air). Free passages on leave are 
provided for Officer and wife only at end pf tour of service of 3+ 
years (pro rata payment on completion of not less than 2 years 
of tour). Home leave may be granted on full pay after each 
tour. Income-tax at local rates. Social and recreational 
amenities are good. Climate is healthy for Europeans. 
Educational facilities are available. . 

Application forms from the Director of Recruitment, C olonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD. 117/28/05). : 
GOVERNMENT OF MAURITIUS. Medical Officer of 
HEALTH required in the Insect Borne Diseases Division of the 
Medical Department in Mauritius. He would be required to 
take charge of the Division and the whole of the anti-malaria 
programme under the Director of Medical Services and to under- 
take any other public health dutiés assigned to him by the 
Director. Candidates must have medical qualifications S 
trable in the United Kingdom, and must possess the Diploma 
of Public Health. The post would be suitable for a retired 
Medical Officer who has had experience in malaria control. 
Appointment would be on contract for 3 years with gratuity 
(taxable) payable after satisfactory completion of the period 
of contract at the rate of £50 for each completed period of 3 
months service. The salary scale is Rs.14,220—Rs.20,820 
(£1066 10s.-£1561 10s.). In addition a temporary cost-of-living 
allowance is payable of 8% of salary. Selected candidate, if 
suitably qualified and with sufficient experience may be offered 
maximum salary. Quarters are not provided, but officers who 
have not been allocated Government houses will be reimbursed 
any difference between approved rent paid for a private house 
(subject to a maximum of Rs.300 per mensem) and the 10% 
salary they would normally pay for a Government house. For 
this purpose, officers living in hotels or boarding houses will be 
regarded as paying half, for the first 21 days, and then a quarter 
of the board and lodging charge for themselves and their wives in 
respect of rent. Income-tax at local rates. Free passages in 
both directions are provided for Officer, wife, and children not 
exceeding 5 persons in all. Generous home leave is granted after 
the tour of 3 years. : - 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/52/02). 
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INVERNESS COUNTY COUNCIL. Applications are 
invited from registered medical practitioners, preferably holding 
the D.P.H. or similar qualification, for the appointment of 
ASSISTANT MEDICAL OFFICER. The candidate appointed 
will participate in all the work of the department as directed by 
the Medical Officer of Health. Experience in School Health 
Service and tuberculosis will be an advantage. Salary £975 p.a.— 
£50-£1375 p.a., with travelling and subsistence allowances at 
the rates payable by the County Council. The post is super- 
annuable. 

Applications, accompanied by a copy of 1 recent testimonial 
and the names of 2 referees, should be lodged with the County 
Clerk, County Buildings, Inverness, by 20th January, 1956. 
WEST HAM. COUNTY BOROUGH OF WEST HAM. 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPUTY 
PRINCIPAL SCHOOL MEDICAL OFFICER. Applications 
are invited from registered medical practitioners holding the 
D.P.H. or equivalent qualification. Salary £1675-£52 10s.— 
£21937 10s. p.a. Appointment terminable by 3 months notice 
on either side. 

Further particulars obtainable from Medical Officer of Health, 
225, Romford-road, Forest Gate, E.7, to whom applications 
should be returned by first post ar January, 1956. 

G. KE. Smiru, Town Clerk. 

West Ham Town Hall, Stratford, E.15. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope *‘ Vacancy "’ 


DEWSBURY, YORKSHIRE. Applications are invited 

for VACANCY (urban) due to death. List at present approxi- 

mately 1625 (all prescribing). Intermediate area. Residence and 

surgery for sale—situation near town centre. Old established 

ees tice. Apply on Form E.C.16a4 not later than 18th January, 
56 to —_ 








R. Vou ANS, Clerk of the Dewsbury Executive Council. 


Church House, Church-street, Dewsbury (Telephone No. 2191). 


HESTON AND ISLEWORTH. Applications invited for 
VACANCY, previously carried on by a lady doctor. List at 
present approximately 1016. Intermediate area. Premises will 
not be available. Apply on Form E.C.16a before 14th January, 
1956, to the Clerk, Middlesex Executive Council, Gloucester 
House, Gloucester-gate, London, N.W.1. 


Hospital Services : Non-Medical Appointments 


BIRMINGHAM. REGIONAL BLOOD TRANSFUSION 
sERVice. JUNIOR SCIENTIFIC OFFICER B.Sc. (preferably 
honours) in bacteriology, physiology or general sc ience required. 
Duties include participation in and supervision of routine labora- 
tory investigations but ample scope for original research. Blood- 
transfusion or hospital expe a nee advantageous but not essen- 
tial. Whitley Council pay, 
Apply Secretary, Resional ‘Hospital Board, 10, Augustus-road, 
Birmingham, 15, immediately. Further information from 
Director, B.T.S., 15, Ampton-road, Birmingham, 15 (by appoint- 
ment ). 
BISHOP'S STORTFORD, HERTFORDSHIRE. PATHO- 
LOGICAL LABORATORY, HAYMEADS HOSPITAL. CHIEF TECHNI- 
CIAN required for this Area Laboratory. Candidates should 
have F.I.M.L.T. and wide experience of practical laboratory 








technology. Further details on application. 

Applications, giving qualifications, nationality, age and 
experience, with copies of recent testimonials or names of 2 
referees, to Hospital Secretary. 

HEREFORD. COUNTY HOSPITAL. (335 Beds.) Senior 
TECHNICIAN OR TECHNICIAN with general hospital 


laboratory experience wanted immediately. Special experience 
in pemepneeresy, an pevemnepe. Applicants should possess the 
A.I.M.L.T. or FIN 

hoplic ations, together with the names of 2 referees, to be sent 
to the Consultant Pathologist. 


___ Appointment : 't Too Late for Classification 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Anesthetics. DUNDEE TEACHING HOSPITALS. Applica- 
tions are invited for a post as SENIOR REGISTRAR in Anes- 
thetics at the Dundee Teaching Hospitals—Dundee Royal 
Infirmary (510 Beds) and Maryfield Hospital (360 Beds), the 
main general teaching hospitals associated with the University 
of St. Andrews. Salary and conditioas of service in accordance 
with national agreement. 

Forms of application and further particulars from the Secre- 
tary to the Board, “ Braeknowe,”’ 430, Blackness-road, Dundee, 
with whom applic ations must be lodged not later than 2Ist 
January, 1956. 

















Miscellaneous 

To non-professional posts the Notification of Vacancies Order 1952 applies 
Medical Officer required for Middle East by large Oi! 
Company ; preference for those with overseas experience and 
some knowledge of tropical work. Age about 35 and preferably 
single. Emoluments total over £1800 p.a.; paid home leave 
after 2 years ; pension fund.——Replies quoting No. 379 to: 
Box No. 9511, c/o CHARLES BARKER & Sons Ltp., 31, Budge- 
row, London, E.C.4. 

Bayer Biological Institute, Exning, 
Suffolk. Senior Technician required to take 
Vaccine Production and Media making. Salary in the region 
of 2600 depending on qualifications and experience.—Applica- 
tions to the Head of the Institute, Beechwood House, 44, Church- 





near Newmarket, 
charge of Aerobic 





Bank of England Printing Works. Applications are 
invited for appointment early next year to the post of Medical 
Officer (Part-time) at the Bank of England Printing Works 
Debden, Loughton, Essex. The duties, which will include 
responsibility for a small nursing staff, will consist of advising 
the Bank in regard to the health of 1200 employees and of 
examining new recruits and will necessitate attendance at the 
Works for an aggregate of 4—5 hours a week. Remuneration 
will be in accordance with the B.M.A. scale.—Applicants should 
write to the Medical Officer, Bank of England, London, E.C.2. 
Applications are invited from registered medical practi- 
tioners between 28 and 35 years for the full-time post of an 
Assistant Medical Officer at the head office of Unilever Limited 
in London. The successful candidate will be required to assist 
in the health supervision of a large clerical staff, a considerable 
proportion of whom are adolescents. The work will also include 
the medical examination of candidates for home and overseas 
appointments, and the re-examination of employees and their 
families on home leave from both temperate and trepical 
climates. The post will also involve advising on problems 
concerning the health and well-being of the working community. 
Candidates should have a good standard of clinica) medicine 
combined with an interest in preventive and industrial medicine. 
Experience in general practice, and tropical medicine would be 
an advantage. Salary will be in accordance with experience, 
qualifications, and age, and will be not less than £1400 p.a. 

The list of those invited to attend for interview will be made 
out from the letters of application. Candidates are therefore 
asked to give full details of their training and experience, 
including their reasons for wishing to make a career in industrial 
medicine. The names of 3 persons to whom reference may 
made should also be included. Applications should be submitted 
not later than 27th January, 1956, to the Principal Medical 
Officer, Unilever House, Blackfriars, London, E.C.4. 

A Part-time Medical Officer is required for the Rolls- 
Royce Repair Depot at Hythe-road, Scrubs-lane, London, 
N.W.10, for a weekly session at the fac tory and attendance in 
emergencies. This post is suitable for General Practitioners and 
preference will be given to those living in the vicinity.—-Applica- 
we in writing to Dr. A. Levin, Grosvenor House, Park-lane, 
1 


Experienced G.P. available part-time assistance ~ Sur- 
geries, &c. London area. References — —Address, 
a. 194, THE LANCET Office, , Adelphi, 
T.C.2. 

Experienced medical secretary requires work at home. 
Could collect and deliver—drives own car. Also part-time recep- 
tion work considered.—Mrs. Buck, Trevelyan, St. Peter’s-way, 
Chorley Wood, Herts (Telephone : Chorley Wood 1030). 

S.R.N., widely travelled, varied and good experience in 
administrative and clinical capacities, seeks interesting and 
responsible post.—-MACLEAN, 17, Montague-rd., Richmond. Surrey. 
Part-time Consulting-rooms to let in the Harley-street 
district. Rents from £60 per half-day session or with plate 
£75 p.a.—Apply : ELuiotr, Son & BoyrtTon, 86/87, Wimpole- 
street, London, W.1 (WELbeck 8367). 
Hostel to be Let, 7 miles from West End between Streatham 
and the Crystal Palace and on 4 bus routes. Substantial, purpose- 
built. Modern Georgian style. Reception-room, 24 bedrooms, 
5 bathrooms, 2 lavatories, 4 W.C.s, 3 linen rooms, and boxroom. 
Central heating. Constant hot water.—Sole Agents : Messrs. 
KNIGHT, FRANK & RUTLEY, 20, Hanover-square, London, W.1 
(Tel. : MAY fair 3771). A 
The Proprietor of British Patent No. 679,493 for “ Improve- 
ments In and Relating to Respiration Apparatus,”’ desires to 
enter into negotiations with a firm or firms for the sale of the 
patent or for the grant of licences thereunder.—Further parti- 


culars may be obtained from Marks & CLERK, 57 and 58, 
Lincoln's Inn-fields, 


7, Adam-street London, 





London, W.C.2. 

Inventors or Designers of medical equipment. Established 
manufacturers, contractors to Ministry of Health, desire to 
extend their present range of products. We shall be pleased to 
investigate details of new or improved equipment (other than 
instruments) with a view to manufacturing and marketing same. 
All details received will be treated as strictly confidential.— 
Address, No. 187, THe LANcET Office, 7, Adam-street, Adelphi, 
London, W.C.2 

Hilger Spekker Absorptiometer, 
with mercury and tungsten lamps, 
meter. Allin cabinet to suit. £90. 
Lrp., Wordsley, Stourbridge. 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation. —WALLACE HEATON 
Lrp., 127. New Bond-street, 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM. 5329/0504). 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame _Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portiand-place, l 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE Ltp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. od 
Professional, technical and personal typewriting. Dupli- 
cating, circularising, &c., efficiently and speedily executed.— 
* MowBray,” 146, Bishopsgate, E.C.2 (BIS. 2545, BAR. 7665) 
Wanted: Copy of “ Grants Atias of Anatomy.’’—Please 
contact Miss HaBBovusHRr, Blood Transfusion Centre, Sutton, 


mode! H560, complete 
cells, filters, and galvano- 
West MIDLAND INDUSTRIES 





street,’ Exning, near Newmarket, Suffolk. Surrey. 
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i CORTISYL roussex 

I18- Cortisone 

nd TABLETS 5 mg. Bottles of 20 

ne, TABLETS 25 mg. Bottles of 20 & 40 
= INJECTION 25 mg. per mi. 10 ml. Vials « 

ne. EYE OINTMENT 1% 3 G. Tubes 

r 

z H...CORTISYL nousset 
cS Hydrocortisone 

ns. SKIN OINTMENT 1% & 25% 5 G. & I5 G. Tubes 
ae SKIN LOTION A%&aI% 20 ml. Bottles 

= TABLETS 10mg. & 20mg. Bottles of 25 

pe INJECTIONS 25 mg. per mi. I mi. & § mi. Vials 
“4 INTRAVENOUS 100 mg. 20 ml. Ampoule_ - 
~ EYE DROPS 1% 3 mi. Bottles 

to EYE OINTMENT 2.5% 3 G. Tubes 

" ROUASEL 


Manufactured in England since 1952 from raw 
material of Commonwealth origin, by 


ROUSSEL LABORATORIES LTD 
LONDON, N.W.10 ~LADbroke 3608 
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Case histories in ever-growing numbers are 
repeatedly telling the success story of AcHRomyYcIN tetracycline. 
Clinical results are demonstrating to specialist and practitioner alike 
that here is a truly remarkable antibiotic — unsurpassed in its anti- 
bacterial range and singularly free from toxicity. Indeed, in the eyes 
of more and more doctors, AcuRomycIN is today acknowledged as 
the rational first choice among antibiotics ... the surest means of 


striking decisively against invading infection. 


For greater comfort.,, potency... economy 


ACHRORMYCIRA 


TETRACYCLINE) 


Acuromycin Tetracycline is available in the following forms: 

CAPSULES - TABLETS + SOLUBLE TABLETS + EAR 
SOLUTION + INTRAMUSCULAR + INTRAVENOUS 
OINTMENT 3% * OPHTHALMIC OINTMENT 1% 
OPHTHALMIC STERILIZED + ORAL SUSPENSION 
PEDIATRIC DROPS +* SPERSOIDS* Dispersible Powder 
SYRUP + TROCHES 





antibiotic 


“ Registered Trade Mark 


LEDERLE LABORATORIES DIVISION 
Granamid Products Tid wus HOUSE, LONDON, W.C.2 TEMPLE BAR 5411 











